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SOME TYPICAL ‘DATA FROM CASES OF PINK DISEASE* 


Sir C. STANTON HICKS, Kt., M.D., M.Sc., Ph.D., F.R.LC. 
Professor of Human Physiology and Pharmacology, University of Adelaide 


{t is almost a century since Thomas Addison penned 
the .following words of introduction to his immortal 
treatise On the Constitutional and Local Effects of 
Disease of the Suprarenal Capsules: 


“If Pathology be to disease what Physiology is to health, 
it appears reasonable to conclude, that in any given struc- 
ture or organ, the laws of the former will be as fixed and 
significant as those of the latter; and that the peculiar 
characters of any structure or organ may be as certainly 
recognized in the phenomena of disease as in the phenomena 
of health. When investigating the pathology of the lungs, 
l was led, by the results of inflammation affecting the lung 
tissues, to infer, contrary to general belief, that the lining 
of the air cells was not identical and continuous with that 
of the bronchi; and microscopic investigation has since 
demonstrated in a very striking manner the correctness of 
that inference—an inference, be it observed, drawn entirely 
from the indications furnished by pathology. Although 
pathology therefore, as a branch of medical science, is 
necessarily founded on physiology, questions may neverthe- 
less arise regarding the true character of a structure or organ, 
to which occasionally the pathologist may be able to return 
a more satisfactory and decisive reply than the physiologist— 
these two branches of medical knowledge being thus found 
mutually to advance and illustrate each other. Indeed as 
regards the functions of individual organs, the mutual aids 
of these two branches of knowledge, are probably much 
more nearly balanced than many may be disposed to admit ; 
for in estimating them, we are apt to forget how large an 
amount of our present physiological knowledge, respecting 
the functions of these organs, has been the immediate result 
of casual observations made on the effects of disease. Most 
of the important organs of the body, however, are so amén- 
able to direct observation and experiment, that in respect to 
them the modern physiologist may fairly lay claim to a 
large preponderance of importance, not only in establishing 
the solid foundation, but in raising and greatly strengthen- 
ing the superstructure of rational pathology. There are still, 
‘however, certain organs of the body, the actual functions 
and influence of which have hitherto entirely eluded the 
researches and bid defiance to the united efforts of both 
physiologist and pathologist. Of these not the least remark- 
able are the ‘Supra Renal Capsules,’ the atra-biliary cap- 
sules of Caspar Bartholinus ; and it is as a first and feeble 
step towards an inquiry into the functions and influence of 


*Ciba Foundation Lecture delivered at the Ciba ene. 
41, Portland Place, London, W.1, on December 12, 1950. 


these organs, suggested by Pethategy, that I now put forth 
the following pages.’ 

His words ‘apply with equal force to-day, and it is 
hoped that the observations which are the occasion for 
this address will provide an example not only to illus- 
trate the interdependence of physiology and pathology 
but also to show that young medical graduates should 
not feel intimidated by the imposing fagade of laboratory 
science. 

It was care of the patient, which is, after all, the 
objective of medical study, that led in the present instance 
to that combination of pathology and physiology which, 
as it happened, culminated-in a successful clinical result. 

In 1914, H. F. Swift, of Adelaide, speaking as the 
result of much clinical experience of the disease, pro- 
posed the name of erythroedema. Later it was suggested 
that a more non-committal term, such as “ the pink dis- 
ease,” might be more conducive to research into its true 
nature and aetiology than the 30 different names unde: 
which it was described in the literature. In 1921 he 
read a paper on 14 cases seen in his own practice in 
the previous two years. From this it will be apparent 
that this elsewhere relatively uncommon disease has 
local conditions favourable to its development. Southby’s 
(1949) very complete study indicates that Australian 
physicians see not only nfre cases but also more often 
see severe cases than is the experience of European 
paediatricians. 

An ex-student of mine, Dr. Donald Cheek, during his 
year as resident medical officer at the Adelaide Children’s 
Hospital, became sufficiently interested in the disease to 
search the hospital records, with the result that in 1949 
he was able to report that during the preceding 10 years 
136 cases had been treated. Of those remaining as 
in-patients, 18 had died; 9 of these deaths had been 
attributed to bronchopneumonia, and dangers from cross- 
infection had been made the basis of a policy advocating 
domiciliary care wherever possible. 

Dissatisfied with existing theories of aetiology, and 
with accepted therapeutic measures, the main feature of 
which consisted in continued administration of power- 
ful sedatives, he decided to study the condition more 


closely. The causative role of cobalt deficiency in the 
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disease known as “ sway-back ” in sheep was discovered 
in Adelaide, and the dietary importance of trace elements 
and their regional deficiency in soils led Cheek to think 
of an analogous aetiological cause for pink disease. 

He was given permission by the honorary staff of the 
Children’s Hospital to investigate the possibility of a 
mineral deficiency in cases of pink disease, and he 
obtained the co-operation of the spectroscopist of the 
Commonwealth Division of Soils in the conduct of this 
troublesome research. 

Cheek and Stace (1950) published the results obtained 
in a study of 16 normal infants and 16 infants suffering 
from the disease, the only significant finding being a 
consistently subnormal plasma sodium in the latter 
instance. 

Disappointed with this superficially unimpressive out- 
come of the research, which nevertheless contained the 
clue to a solution of the problem, Cheek decided to 
study the condition from the standpoint of a functional 
overactivity of the adrenal medulla, evidence for which 
seemed to be presented by increased pulse rate, raised 
diastolic blood pressure, initial pyrexia, and the charac- 
teristic sweating. The work of Selye also had caused 
him to think in terms of the stress syndrome. Advice 
and assistance to this end were sought of the Department 
of Physiology, where, by chance, many years had been 
devoted to studies in water metabolism. The descrip- 
tion of severe non-pitting oedema in a fatal case there- 
fore led me to think in terms of a movement of water 
from plasma to tissue cells, and an explanation of signs 
and symptoms in terms of water and ionic imbalance. 


Treatment of Pink Disease with Salt 


For at least 50 years both polycythaemia and leuco- 
cytosis had been reported as a consistent feature of this 
disease, and I therefore advised careful haematocrit and 
haemoglobin estimations, to test the possible existence of 
haemoconcentration. Haemoconcentration being found, 
treatment was directed to restoration of extracellular 
water and sodium, using daily oral administration of 
8 g. of common salt alone in milder cases, and in more 
severe cases the intramuscular injection of deoxycortone 
acetate on alternate days in doses of 3 mg. In extremely 
severe cases, which experience had shown were likely 
to develop vascular “ shock,” intravenous administration 
of normal saline and plasma, together with injections of 
the corticosteroid, was found to be dramatically effective. 

A successful appeal was made to the medical profes- 
sion to provide cases for investigation. Extended study 
of these cases soon disclosed the fact that response to 
this treatment was uniformly good and rapid. 

To those who carried the burden of nursing these 
troublesome cases the therapeutic results came as a great 
relief, and we were soon faced with the ethical question, 
Should we investigate in greater detail the scientific 
aspects of the disease, or should we inform the profes- 
sion of a certain means of alleviating suffering and, in 
severe cases, of preventing death ? We decided on the 
former course. 

Acting on the assumption that the facts could be 
reasonably explained in terms of hypofunction of the 
suprarenal cortex, a search of the paediatric literature 
was made, with the result that pink disease seems quite 
naturally to fit into place in a jigsaw puzzle of which 
already many of the essential pieces had been discovered 
by other investigators in many lands. 
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Clinical Features of Pink Disease 


Before developing the major topic, it may be advisable 
briefly to recapitulate the clinical features of pink dis- 
ease, which have for so long evaded elucidation. 

As Craig, of Liverpool, has expressed it, “ the appear- 
ance of the child is one of abject misery.” It flies into 
tantrums when disturbed but is otherwise quite apathetic 
Food has no interest for it ; photophobia can be intense. 
but may be absent. When it is present the child burrows 
face down into the pillow. Scratching, rubbing, and 
hand-chewing all indicate disturbed reflex responses 
and, because the child is so often weak and muscula: 
hypotonia is constant, it wriggles and writhes incessant; 
Exhaustion is the only cause of fitful sleep. Otherwise 
insomnia is a very trying feature of the condition. The 
colour which has given rise to the name pink disease 
is best seen in the hands and feet, which are cold to 
the touch in most cases. It is noteworthy that the colour 
is cyanotic when the skin is cold. It is more truly pink 
when the skin is warm to the touch. There may be non 
pitting oedema of the extremities, and the skin is then 
taut and shiny and may desquamate. The clinical term 
applied to this appearance makes homely reference to 
“raw beef” or “ washerwoman’s hands.” 


Older children are able to describe the sensory changes 
in the skin. They feel warm water as hot or scalding 
They describe numbness and tingling. Another striking 
manifestation is excessive sweating, especially noticeable 
about the head. Sudaminal rash is thus an additional 
cause of misery to the patient. Craig draws attention 
to the curious contrast seen in some cases in which the 
swollen hands and feet have a sodden appearance, oddly 
contrasting with the dry skin covering the emaciated 
trunk. Hypotonia is commonly extreme. The flabby 
muscles feel as if shrunken and jelly-like, and tendon 
reflexes are weak or absent. Tachycardia and raised 
diastolic pressure are constant features, and raised tem- 
perature may be seen only at the outset, accompanied 
as it usually is by a “ running nose,” which may persist 
throughout the course of the condition. The accompany- 
ing leucocytosis has led to search for an infectious cause 
The associated polycythaemia has been recorded, but 
owing to the unconscious prejudice in favour of i 
bacterial leucocytosis its significance has been over- 
looked. 

In South Australia the course of the disease lasts on 
the average three to four months, and is more commonly 
followed by many months of subnormal health. In the 
absence of known aetiology, therapeutic measures have 
been directed to maintaining adequate nourishment and 
to sedation, mainly by chloral hydrate. But, as already 
indicated, fear of the consequences of infection in the 
upper respiratory or alimentary tract has been the guid. 
ing factor in advice to parents. 


Infection and Mercury Poisoning 


There are two aetiological theories which must be 
mentioned. The infection theory has had its basis in 
the leucocytosis, which is explicable in terms of haemo- 
concentration, and in the fact that the onset may be 
marked by pyrexia. A recent study of the good thera- 
peutic effect of tonsillectomy in this disease led to its 
advocacy in terms of removal of a source of infection. 
In my opinion this work may well disclose a non-specific 
positive response of the suprarenal cortex. 
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The role of infection as an initiating disturbance can- 
not, however, be entirely overlooked. There is often a 
history of illness from which the mother dates the decline 
in health. In the case of older, children who fail to 
thrive, this illness may be more clearly remembered as 
the starting-point. Demand on cortical function in excess 
of capacity to comply may, in certain circumstances of 
post-natal invo'ution, be the starting-point either in terms 
of Selye’s (1949) general theory of adrenal cortical func- 
tion, or mcre specifically in terms of oxygen utilization 
by the tissu -s (Hess, 1921 ; Scott, 1922 : Messerle, 1926 ; 
Sazaki, 1950 ; Goldzieher, 1934). 

The mercury-poisoning theory, supported in this 
country by Warkany and Hubbard (1948) and in 
Switzerland by Canconi, is based upon the finding of 
mercury (from soothing powders) in the urine of these 
patients. Here again we may be dealing with a depres- 
sion of function of the suprarenal cortical cells by 
chronic mercurial poisoning. A closer consideration of 
the anatomical and functional condition of this organ 
in the circumstances is therefore indicated. 


Suprarenal Cortex in Infancy 


As early as 1908 Husnot had drawn attention to the 
fact that the cortex of the human suprarenal gland is 
not fully developed until approximately the eighth year. 
In 1911 three independent groups of workers in this 
field reported a remarkable haemorrhagic involution of 
the cortical tissue beginning immediately after birth. 
Thomas was the first to report the complete degenera- 
tion of the inner zone by the end of the first 12 months. 
He thought that the destruction was to make room for 
the growing medulla. Elliott and Armour noted the 
important fact that the foetal suprarenal owed its rela- 
tively large size to the presence of a very vascular inner 
zone of cells lacking the characteristic doubly refracting 
granules of the adult cell. They found that the involu- 
tionary change involved special foetal cortical tissue, 
but not the peripheral subcapsular cells, which early in 
foetal life assume the appzarance of adult cells and store 
lipoid material. It is from these that the adult cortex 
ultimately develops. In a case of hemicephaly these 
investigators found that the gland was small and the 
inner vascular cortical zone was absent, but the rim of 
cortical cells was normal. Kern described the changes 
in detail. 

In the newborn there is capillary hyperaemia in this 
atypical mass of cortical tissue. The columns of cells 
are separated and their alignment deranged. Degenera- 
tive changes such as nuclear shrinkage and appearance 
of colloid droplets in the cytoplasm mark this stage. At 
30 days a completely degenerated cellular zone is estab- 
lished between the scanty phaeochrome cells forming 
the rudimentary medulla and the outer thin layer of 
subcapsular cortical tissue. The degenerating cells appear 
to flatten in a plane parallel to the capsule. There is 
phagocytosis of erythrocytes, and shrinking of the reticu- 
lum between the degenerating cells. At 12 months this 
zone has been replaced by a thick zone of fibrous tissue 
which becomes progressively thinner as the medullary 
mass increases in bulk, until, finally, cortical and phaeo- 
chrome tissue are practically in contact. Kern found 
that this involutionary phenomenon could not be demon- 
strated in guinea-pigs, rats, rabbits, calves, sheep, pigs, 
or horses. This lends support to the observations of 
Elliott and Armour that the vascular cortical zone is 
involved in cerebral development. 


In 1916 Lewis and Pappenheimer, in a detailed study 
of this phenomenon, confirmed the results of these inves- 
tigators and found that in the first three years of life no 
increase in the subcapsular cortical tissue had taken 
place. They believe that degeneration of the foetal inner 
cortical mass is complete in 14 days. Expressed in terms 
of weight, there is a shrinkage in the post-natal weight 
amounting to 30% within two weeks and 50% in two 
months, and when the gland has reached adult develop- 
ment it is 1/30 of the kidney weight compared with 1/3 
at birth. Goldzieher reported three cases of congenital 
heart disease in which this involutionary change of the 
suprarenal cortex did not occur, and examined in detail 
the evidence which pointed to involvement of the foetal 
cortical cells in respiratory function under conditions 
of low oxygen tension. 


We know that there is massive destruction of foetal 
erythrocytes after birth, and recent work has shown that 
the dissociation characteristics of foetal haemoglobin 
differ from those of the post-natal type. Foetal arterial 
blood is only 63% saturated, compared with 95% satura- 
tion of the free-breathing infant. Moreover, in the adult 
the average oxygen tension of venous blood is about 
25 mm. It may fall as low as 4 mm. in the foetus. 
Increased blood volume and erythrocyte count, together 
with a meionectic haemoglobin, are aspects of adjust- 
ment of the ‘organism to anoxaemia, but there is evi- 
dence of further adjustment by the tissue cells them- 
selves, because the foetal oxygen utilization of 75% is 
more than double that of the maternal 31%. 

It has been suggested that the atypical cortical cells 
of the suprarenal are involved in maintaining the high 
rate of oxygen utilization necessary in the circumstances. 
In this connexion the work of Armstrong and Heim 
(1938) calls for further study. They were working on 
animal adaptation to intermittent anoxia as part of a 
research in aviation medicine, and the only significant 
fact that emerged was hypertrophy of the suprarenal 
cortical tissue. They found that intermittent anoxia pro- 
duced by exposure to half atmosphere for four hours 
daily led to hypertrophy and degeneration of the supra- 
renal cortex, and that the animals died from the effects 
of the anoxia. On the other hand, injections of cortical 
extract greatly improved the survival rate, apparently 
owing to increase of oxygen utilization by tissues. Fur- 
ther investigation along these lines may well disclose 
valuable information on this aspect of suprarenal 
function. 

Another remarkable change in the body economy at 
birth is that affecting water sodium and chloride, to 
select only the main features of the picture. So far as 
water distribution is concerned, the infant has indeed 
been likened to an oedematous adult. Although it con- 
tains only 10% more total water than the adult, more 
than twice the amount—that is, 50%—is extracellular, 
whilst in the adult only 20% is in this phase. At birth 
the muscles contain only 18% of the total body water. 
In the adult 50% of the body water is held in the muscle 
cells. The newborn infant has little power either to con- 
centrate or to dilute its urine. Excretion of solute 
requires disproportionately more water than is needed 
after the infant reaches the age of 3 months, and most 
investigators agree that glomerular filtration does not 
reach the adult value until 5 to 6 months. 

McCance (1950) siates that, ““ much as our knowledge 
of kidney function has advanced in the last 30 years. 
these discoveries about the infant kidney have served 
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only to indicate how little we really do know about the 
reabsorption of sodium chloride.” 

Other clinical evidence of neonatal hypofunction of 
the suprarenal cortex in certain instances is provided 
by Goldzieher and Gordon's (1932) study of pseudo- 
pneumonia of the newborn. Increased pulmonary ven- 
tilation following suprarenalectomy led Swale Vincent 
to postulate the production by the suprarenal of a con- 
trolling hormone which he termed “ pneumin.” Marine 
and Baumann interpreted absence of the increased ven- 
tilation after suprarenalectomy as evidence of the exis- 
tence of accessory tissue, and there is a wealth of 
25-year-old research on this interesting relation between 
the suprarenal and the respiratory function which would 
repay extended investigation (Hess, 1921; Aub ef al., 
1922; Scott, 1922; Bornstein and Gremels, 1925; 
Messerle, 1926; Kuehl, 1927; Kisch, 1928; Sazaki, 
1930; Harrop and Weinstein, 1933). 

In 1944 Vogt was able to demonstrate what Cramer 
(1928) on histological grounds had postulated—namely, 
control of cortical activity from the medulla of the gland 
—and we begin to see the mechanism of climatic acclima- 
tization in clearer detail. This is a third major adjust- 
ment required of the newborn (cf. Conn and Louis, 
1950). 

From the foregoing necessarily brief references it 
will be evident that the function of the suprarenal 


gland undergoes changes commensurate with post-natal ; 


anatomical involution and regeneration. 


Cortical Insufficiency in Infants 


Bruch and McCune (1936) were unable to find evi- 
dence of cortical hypofunction by examination of 
plasma-sodium levels of normal infants up to 3 weeks 
of age. This might be expected because of large sodium 
reserves in the bones. Hypofunction might be expected 
to manifest itself only when functional demand exceeds 
the capacity of the cortical tissue. I am therefore more 
impressed by evidence provided by the successful treat- 
ment of 12 cases of foetal shock with saline and deoxy- 
cortone acetate as reported by Berlind (1941). 

Jaudon’s (1946a, 1946b) contributions provide such a 
mass of detail and critical evaluation of data that they 
deserve first consideration in a communication of this 
kind. He surveys the clinical and experimental field 
which encompasses his own extensive human studies, 
and considers that his own cases of hypofunction of the 
adrenals in the first weeks of life are due to fractional 
cortical disturbance only. He demonstrated that salt 
and deoxycortone were necessary for long periods to 
sustain life, although there were no other signs of endo- 
crine disturbance in either the infants or their parents 
and relatives. Treatment can, moreover, be discon- 
tinued without regression of signs and symptoms, and 
there are imperceptible amounts of corticosterone in 
the urine. 

His cases suffered no difficult birth, and the signs 
developed from anorexia, through regurgitation and 
vomiting, into full gastro-intestinal disturbance. Two 
were mistaken for pyloric stenosis. Weight loss was 
disproportionate to food regurgitated, and administra- 
tion of fluids was necessary to maintain hydration. After 
administration of salt and deoxycortone acetate, tone 
and appearance improved rapidly, together with reversal 
of the excessive loss of urine of low specific gravity and 
high chloride content. The negligible excretion of 


corticosteroids, together with absence of any sign of 
macrogenitosomia, is taken to indicate freedom from 
hyperplastic encroachment of the androgenic zone of 
the cortex. Oddly enough, in a personal communica- 
tion he states that he has not seen cases of pink disease 
This fact emphasizes the unwisdom of criticizing, with- 
out local knowledge, published accounts of endocrine 
disease in other countries. In 1923 no one had seen, in 
England, the severe types of hyperthyroidism reported 
by Plummer, of the Mayo Clinic, and they could not 
therefore understand or believe his clinical account of 
the effect of large doses of tincture of iodine. I could 
not believe my own eyes when I myself sew many of his 
cases. They were so extremely emaciated, and were in 
muttering delirium. Only recently, Professor Freuden- 
berg, of Basle, told me that he had seen but few cases 
of pink disease, and none fatal. 

Jaudon’s infants provided the following consistent 
data: moderate lowering of plasma—~CO, combining 
power ; slight rise of non-protein nitrogen ; associated 
lowering of plasma sodium and plasma volume ; and 
abundant chloride in the urine. 

Treatment consisted in giving deoxycortone acetate, 
ranging, according to the needs of the case, from 0.5 to 
5 mg. daily, with salt ranging from 2 to 3 g. The steroid 
alone gave only temporary relief. 


Suprarenal Cortex and Pink Disease 


Our satisfaction in finding these papers of Jaudon’s 


can be imagined. As Dr. Basil Hetzel, of the Institute 
of Medical and Veterinary Science, was working on 
glucocorticoid excretion in urine of hypertensive patients. 
he suggested that these cases of pink disease be investi- 
gated along similar lines. Using the technique of 
Venning et al., and after overcoming technical diffi- 
culties, he has shown that there is a normal output of 
glucocorticoids in this disease. A preliminary communi- 
cation on the work has already appeared (Hetzel, 1950).* 

Owing to the often pdor state of health of the child 
after “ recovery * from pink disease, we suspected that 
there might be subacute or chronic forms of hypofunc- 
tion of the suprarenal cortex, and were supported in 
this by the following statement in Cameron’s classic 
textbook on the nervous child. If one ignores the 
obvious confusion of medullary and cortical function. 
which was excusable at the time, his words provide once 
again that refreshing reminder that insight, which is a 
product of clinical observation and acumen, is often 
more important in medicine than too ready recourse to 
the application of statistical methods : 


“We know that the suprarena! glands are exhausted and 
that their function becomes impaired under the stress of 
great exertion, great emotional excitement, and persistent 
infection . . . and they are the same conditions which in 
practice we are forced to regard as productive of the bouts 
or attacks of pallor, prostration, and vomiting of the nervous 
child. If speculation is permitted where certainty is not yet. 
we may surmise that in Addison’s disease we are observing 
the effects of the gross destruction of the suprarenal medul- 
lary tissue ; in an attack of cyclical vomiting we are encoun- 
tering the temporary exhaustion and functional impairment 
of the same gland.” 

Results so far obtained by Dr. Cheek confirm a con- 
clusion which has been reached by others, that in cases 
of marasmus and in the nervous child fractional 


*This information has been received since the lecture was 
given. 
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cortical insufficiency of the suprarenal may in many 
instances be, a contributing, if not a causal, factor. 
Hislop (1938) reported his good results in cases of 
marasmus from the daily administration of 1 min. (0.06 
ml.) of “ eucortone ” per 2 Ib. (0.9 kg.) of body weight. 
He was influenced in his decision by the experimental 
work of Simpson, Dennison, and Korenchevsky. Szasz 
(1939) reported a similar group between the ages of 
7 weeks and 6 months. All, it is important to note, had 
been weaned early and fed artificially. She reports a 
clinical impression which we ourselves have gained from 
observations following the administration of cortico- 
steroid. “It appeared that the functional capacity of 
the organism dramatically (sturmisch) improved. 
Meteorism ceased, the lilac colour of the skin dis- 
appeared, stools became firm, hypostasis and hydro- 
lability cleared up.” 

Cheek (1951) has already reported a study of 11 cases 
between the ages of 2 and 7 years of what may be 
termed cryptic manifestation of the pink disease syn- 
drome, which includes psychological instability, failure 
to thrive, and lassitude. There is also some tendency to 
recurrent catarrh and to allergic manifestation, and 
plasma-sodium levels tend to be subnormal. Although 
there is no evidence of pink disease, some cases 
had a previous history of it. Restoration to normal 
vigorous health and psychological stability followed 
treatment with salt alone in milder cases, and with cor- 
ticosteroid in addition in more severe instances. The 
duration of the treatment was more prolonged in pro- 
portion to the duration of the ill-health. Since leaving 
Adelaide, I have been informed by Dr. Cheek that a 
further 15 cases of pink disease at the Babies’ Hospital 
have responded promptly and successfully to the same 
treatment. The average confinement in hospital has 
been reduced from 3-4 months to 3-4 weeks. 

Why there are so many and such acute cases of pink 
disease in the States of South Australia and Victoria 


TaBLe Il.—I/ncidence and Duration of Main Signs and Symptoms in Pink Disease 


remains to be elucidated. There is widespread belief 
among mothers, fostered by the teaching of infant-nurses 
and welfare agencies, that salt should not be added to 
the diet when weaning, not even in cooking the vege- 
tables for purée. There is, too, owing to a warm arid 
climate, a large water loss from the skin due to the high 
evaporation rate, and this may be sufficient to deplete 
foetal salt reserves in certain cases, especially when on 
a salt-free diet. Manifestly these can be only exacer- 
bating factors. There is recent evidence that the out- 
ward movement of sodium is not merely due to altered 
renal threshold. Conn and Louis (1950) have been able 
quantitatively to correlate the loss of sodium and chloride 
in the thermal sweat with adrenal production of corti- 
coids similar in action to deoxycortone. They followed 
the course of sodium and chloride movement under the 
influence of A.C.T.H. and unexpectedly disclosed an 
important pituitary adjustment in the course of acclima- 
tization to heat. 

Whatever the local contributing cause, the result has 
been to create conditions favourable to a recognition of 
the basis of the disturbance known as pink disease, in 
infants between 6 and 18 months, and a related group 
of more chronic disturbances classified as “failure to 
thrive” or “the nervous child.” 


TaBLe I.—Some Typical Data from Cases of Pink Diseuse 


48-hour 
ell Haemo- Plasma our 
flgsma, | Volume | globin Protein | Urine 
1|¥F | 2g | 300 | 315 | 42 | 40 | 13-2 | 13-0 | 7-3 | 7-2 | 545 | 1,540 
| 290 | 300 | 43 | 38 | 140 | 120 | 75 | 7-2 | 640 | 11700 
3| F | 2% | 300 | 330 | 40 | 38 | 12-8 | 12-3 | 7-7 | 7-5 | 500 | 1,290 
4| F | 2$ | 290 | 315 | 43 | 40 | 13-9 | 12-8 | 7-5 | 7-2 | 500 | 1,500 
5 | M | 2 | 290 | 300 | 41 | 40 | 13-6 | 13-0 | 68 | 7-2 | 530 | 1,300 
6 | F | 3. | 280 | 360 | 45 | 38 | 136 | 12-0 | 7-5 | 7-0 | 350 | 1,200 
7|M|5 | 270 | 335 | 48 | 40 | 15-0 | 12-0 | 8-0 | 7-5 | 700 | 1,100 
8 | F | 24 | 260 | 340 | 55 | 40 | 17-0 | 13-5 | 8-3 | 68 | 720 | 1,030 


* The accuracy of these figures is of the order of +5%. 


Day of Disappearance of Symptoms 
8 | 9] a0] 12] 13 | 14] 15 | 16 | 18 | 19 | 20] 21 | 22 | 2 
Insomnia oe oe oe | ee ee 
Redness oe | ee oe | 
Anorexia .. de | oe | oe 
Irritability . . | . | | | 
= ‘ ° Deoxycortone administered from onset. 
TaBLeE U1.—Distribution of Main Signs and Symptoms among Different Cases 
s Case No. (See Table 1). 
toms 
_ 1 2 | 3 4 5 6 7 8 9e 
ness 
Running nose + + + + Subject to 
Adenoids .. + + 
Tonsils  .. + + + + + 
Muscle weakness. . + + + + + + + + 
Apathy .. + > > 
Cold hands a + + 
? Asthma - + + 
Anorexia .. + + + + + + 
) Precipitating ill- | Measles aged | Pink disease | P.U.O. aged | Pink disease | Teething aged| Not known | Pink disease | Measles aged | Measles aged 
— 18 months "aged 15 26 months aged 9 2 years aged 5 12 months 2 years 
months months months 


* This patient, a girl aged 52 years, vomited once or twice weekly, 
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Conclusion 


If I may return to the analogy of the jigsaw puzzle, 
I would describe the present survey as an attempt to 
construct a composite picture of fractional hypofunction 
of the suprarenal cortex from the mass of anatomical, 
pathological, and physiological data which seems to me 
to elucidate the phenomenon known as pink disease, and, 
to some extent at least, to explain part of the aetiology 
of certain types of the nervous-child syndrome or the 
child that fails to thrive. 


All the symptoms and signs can be explained in terms 
of the recognized results of loss of sodium with accom- 
panying dehydration, always bearing in mind the 
insidious development of the condition. With the fall 
in plasma sodium there may be a fall in chloride or 
bicarbonate, or both; a fall in plasma volume and 
rate of blood flow; and an increase in corpuscular 
volume. The bluish-pink colour seen in pink disease 
indicates the slowed capillary circulation which is 
associated with capillary dilatation, and the severe 


and fatal cases represent true vascular shock, which. 


can readily be precipitated by any rapid loss of body 
fluid. 


There are unexplained physiological features of the 
recovery from pink disease—for example, the well-being 
of the child is recovered long before the pink colour dis- 
appears. But, as McCance pointed out in his report 
on the effect of salt deprivation, the results of acute 
experiment cannot be expected accurately to follow 
those of chronic disease. For one thing, the retreat of 
the organism before maladjustment is highly complex 
and effective. It is reasonable, however, to assume that 
from birth to the age of 8 years the morphological 
developmental changes in the structure of the supra- 
renal gland may be associated with functional distur- 
bance arising perhaps from demands in excess of capa- 
city and which acts as either a causal or an exacerbating 
factor. 

Detailed biochemical investigation of the condition 
is now in progress. My friend McCance, who tor- 
tured himself and his colleagues by extreme depriva- 
tion of salt, concluded from his experiments that the 
symptoms and signs of Addison’s disease could, with 
explicable exceptions of pigmentation and cramps, be 
described in terms of sodium deficiency. 


In his Goulstonian Lecture for. 1936 he repeated a 
bold prophecy made in 1836 by Prout, that, in the 
future, chemistry would ultimately be to medicine what 
anatomy was to surgery—a most unpalatable opinion 
at the time. McCance, speaking in, dare we say, a more 
enlightened age, ventured to extend the prophecy in 
the following words: “I feel that the influence of bio- 
chemistry on medicine is only in its infancy. I see, 
for example, no reason why certain problems of psycho- 
logy and even human behaviour should not be solved in 
the future by intelligent hormone therapy ; or why n2uro- 
logy should not become just as biochemical a subject as 
nutrition.” 

It would seem that to some extent at least our 
Australian contribution confirms this opinion. 


My thanks are due to the paediatricians and general prac- 
titioners of South Australia who so willingly co-operated in 
providing cases, and to the firm of Ciba Limited for the prompt 
and liberal supply of “ percorten” brand of deoxycortone 


acetate. 
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- When speaking on the vote of thanks to Sir Stanton 
Hicks, after his address at the Ciba Foundation, Dr. Leonard 
Simpson expressed his appreciation of the fact that the 
speaker had been at pains to put forward the work of a 
younger colleague. He compared the case to that of Pro- 
fessor J. J. R. Macleod and Dr. Banting (as he then was). 
Dr. Simpson added that Dr. Donald Cheek, of the Children’s 
Hospital, Adelaide, was to be congratulated not only on his 
tenacious investigation of pink disease, but also on his good 
fortune in having at hand someone with research experience 
in the field of water metabolism. 
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Anderson (1949), discussing the treatment of the acute 
throat, said: “The administration of sulphonamides 
has been intentionally omitted from the treatment of 
the acute throat. The efficacy of these drugs has never 
been convincingly demonstrated in such conditions. 
Since they are undoubtedly toxic materials, carrying 
appreciable risks of sensitization, their administration is 
inadvisable, and in certain conditions may even be 
dangerous.” This opinion evoked considerable con- 
troversy, which was reflected in the correspondence 
columns of the British Medical Journal for some 
months. 

From two points of view it is important that this con- 
troversy be soon resolved. The medical practitioner, 
faced with the problem of treating an acute throat, wishes 
to have available an effective remedy, and preferably 
one that does not require a complete bacteriological 
diagnosis before its administration, as this is uneconomi- 
cal in time and money. From the national point of 
view, too, it is desirable that large sums of money should 
not be spent on drugs which may be neither effective nor 
safe. 

It happened that we were in a position to carry out a 
controlled investigation with more ease than is common, 
as we were responsible for the medical care of a Service 
community of about 4,000 men. About 1,500 of these 
were aircraft apprentices under training. ' 

As soon as it was decided to carry out an investigation 
Dr. T. Anderson was visited. It was found that he, too, 
was contemplating a controlled investigation. His cases 
were to be drawn from a suburban mixed population of 
Glasgow, whereas ours, from the R.A.F., were male and 
predominantly young. Treatment of the Glasgow cases 
would be in the home, whereas our treatment would be 
confined to those admitted to sick quarters. The age 
distribution of the Glasgow cases was likely to be wider. 
and both sexes would be included. In the R.A.F. cases 
observation would probably be easier and a regimen of 
treatment certainly easier to enforce. From this it can 
be seen that the natures of the communities concerned 
in the two experiments were very different, and it was 
believed that the results, if the same, would thereby be 
strengthened. Dr. Anderson had already prepared 
record cards and formulated criteria for signs and symp- 
toms. These were adopted for our experiment. 


General Method 


The general idea of the R.A.F. experiment was that 
one of us (1T.C.M.) would organize the experiment 
and ensure that half the patients received “ sulphatriad ” 
and the others lactose tablets. (Sulphatriad was chosen 


as it was a recent and elegant preparation, which is 
believed to have little risk of renal complications.) No 
one except T. C. M. would know whether su'phatriad 
or lactose tablets were being given to the patient. The 
other (I. H.W.) would be responsible for the medical 
care of the patients and for the clinical assessments and 
symptom-recording. 

Before the experiment started, T. C. M. prepared 
a series of numbered envelopes containing slips marked 
Z or Y, which were placed in the envelopes in accord- 
ance with a random list prepared by Professor Bradford 
Hill. The sulphatriad and lactose control tablets, which 
were specially made by May and Baker Ltd. for the 
experiment, were put in plain bottles also marked with 
Zor Y. The bottles were changed four times during the 
experiment, thus: 


Cases 

.. Zz, Y, 
16-30... Z, Y, 
31-50, Z, Y; 
51-75 
76-82 Z, Ys 


The bottles containing sulphatriad were Z,, Z.,, Y,, Z,, 
and Y.. 
unaware of these changes. 

Procedure—When one of the medical staff on the 
station made a diagnosis of acute tonsillitis, a second 
medical officer was called in and agreement was reached 
on the degree of severity—mild, moderate, or severe. 
This was a purely clinical judgment and took into con- 
sideration both local and general conditions. When the 
degree of severity and the necessity for admission to sick 
quarters for adequate treatment were agreed, the airman’s 
name was placed on a nominal roll. His serial number 
on this roll was then used to draw a correspondingly 
numbered envelope, which in turn disclosed if he was 
Zor Y. The treatment described below was then insti- 
tuted with Z or Y tablets accordingly. Before treatment 
started the first nose and throat swabs were taken. 


Treatment 


This was simple in the extreme. Except for visits to 
the lavatory the patient was kept strictly in bed until 
specific treatment was complete. Fifty tablets of either 
sulphatriad, 0.5 g., or lactose were given. Both types of 
tablet were identical in appearance. These were taken at 
four-hourly intervals, except between 10 p.m. and 6 a.m., 
as follows: 6, 4, 4, 3, 3, 2, 2, 2, . .. until the total 
of 50 was reached. Potassium citrate, 30 gr. (2 g.), was 
given four-hourly, and fluids were administered liberally 
during the time that tablets were being taken. 

Other treatment: was kept to a minimum, but no 
embargo was made—that is, no unethical withholding of 
treatment was permitted in order to make a more clean- 
cut experiment. In fact, other treatment was seldom 
necessary. Penicillin was prescribed on only two occa- 
sions. In one, it was given on the eighth day owing to a 
relapse, and the throat and general symptoms then 
cleared up in two days. In the second, acute otitis media 
developed on the ninth day and cure was effected in 
four days. Both these cases had been treated with the 
control tablets. One had beta-haemolytic streptococci 
in the throat and the other had not. 

Other treatment given was as follows: (a) Treated 
cases: inhalations (menthol), one case ; aspirin, one case. 
(b) Control cases: inhalations (menthol),. four cases , 
mist. expect. stim. (N.F.), one case ; aspirin, two cases. 


The doctor in medical care (1.H.W.) was 
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Case Recording 


This was done in two ways. First, selected symptoms 
and signs were recorded on a card of the type designed 
by Dr. Anderson. Symbols indicating the severity of 
the symptoms were also standardized. These were as 
follows : 


Oedema: Present, + ; moderate, ++ ; tonsils meeting 
uvula, and whole throat congested and oedematous, +++. 

Exudate : § = spots on follicular exudate ; P = patch of 
soft exudate ; C = confluent, rather adherent exudate. 

Adenitis (refers to tonsillar glands only): Present, + ; 
easily palpated, almost obvious, ++ ; swelling noticeable, 
+++, 

Tongue: c = coated; d = dry; n = clean; m = moist. 

Drumheads: P = congested; Q = loss of light reflex ; 
B = drumhead bulging ; ot = otorrhoea. 


Pain: +; ++; +++ (equals inability to swallow). 


In addition the normal R.A.F. case sheet (F.41) was 
completed, giving more discursive information. 

About 72 hours after treatment began the doctor in 
charge gave his clinical assessment of the progress of the 
case. He entered this as “ good” or “ poor.” 


Bacteriology and General Epidemiology 


Swabs were taken from the nose and throat on diag- 
nosis, at the end of treatment, and seven days after treat- 
ment was completed. These were examined at the 
R.A.F. Institute of Pathology, and reports on the orga- 
nisms present were sent to us. For the purpose of this 
paper the results are given only as indicating the 
presence or absence of beta-haemolytic streptococci. 

The collection of cases was undertaken from January 
24 to June 15, 1950, when the experiment ceased owing 
to Service exigencies. At this time only 82 cases had 
been treated out of the 100 originally planned. There 
was no major epidemic, though two small beta-haemo- 
lytic streptococcal outbreaks occurred, each of about 
half a dozen cases. Each was localized to a single room 
in a barrack block. This does not necessarily incrimi- 
nate the dormitory type of barrack room, as those cases 
occurred in apprentices who, if they slept in the same 
room, would automatically work together during the 
day ; but the prima facie evidence is not to be set aside. 


Results 
The age grouping of the 82 cases is shown in Table I. 


TABLE I.—Age Grouping 


No.| AgeatLast No. 
| iethday 

4 20 3 
21 2 

17 15 26 1 

18 22 | 35 

19 16 — 
Total 82 


Mean age = 17-88 years. 


The medical officers considered 44 to be mild and 38 
moderate or severe. Table II shows how these were dis- 
tributed in relation to the presence of beta-haemolytic 
streptococci in the throat. Only the swabs taken on 
admission are considered here. 


Taare II.—Doctor’s Initial Assessment of Severity Connected with 
Presence or Absence of Beta-haemolytic Streptococci in the 
Swabs taken at First Examination 


| 
Beta-haemolytic Streptococci 


Severity Total 
Present Absent 
Mild .. ~ as 17 (47% 19 (53%) 36 (1002 
Moderate or severe .. 21 a6 (1008) 
Total ai 42 40 82 


No significant differences are shown here (x2 = 0-410). 


The results of treatment can be estimated in fou: 
ways: (1) by the daily record of signs and symptoms 
given on the cards ; (2) by the appearance of complica- 
tions ; (3) by the subjective opinion of the medical officer 
recorded at about 72 hours ; and (4) by the effect on the 
known pathogens in the throat—that is, the beta-haemo- 
lytic streptococcus: this is very indirect evidence, but 
may be admissible. 

The second method is of no help here. There was 
only one complication in the 82 cases—an early acute 
otitis media. The youth of the subjects will be noted. 
and the fact that before their illness they were in fine 
physical condition. It is felt that this proportion of com- 
plications is not likely to be reproduced in the general 
population. Here, too, it may be said that there was no 
case with toxic effects due to the drug. 

The daily recording of signs and symptoms in a stan- 
dardized manner is, of course, the normal way of 


TasLe Il] —Number of Cases Returning to Normal, by Symptoms and by Day of Illness ; with a Comparison Between the 
Means of the Figures Produced by Control and by Treated Cases 


Treated Controls 

Difference! Value 
No Day of Illness No Day of Illness tween of 

Symptoms Mean Symptoms Mean Means “¢ 

8 Throughout 8 
Beta-haemolytic Streptococci Present 
pera 3 1 3-0769 1. 1 1; 3-3333 +0-2564 0-1126 
2 3 | 8 4-8077 1 6 4-3333 —0°4744 0-1366 
Exuda 1 = 6/8) 36538 2] 44167 | +0-7629 | 0-344 
Adeniti: 2 11 5-5385 2 12 5-8750 +0-3365 0-0636 
Pain| =| 4; 3-6154 1 4-4167 +0-8013 0-3140 
No Beta-haemolytic Streptococci Present — 

4 —j|2 — 2-3333 2 +0-1961 0-1037 
—j}2 Si 2 4-7333 2 § 4-4118 —0-3215 0-1069 
Exuda —|/4/ 3 4-5333 5 1 2-8235 —1-7098 0-7221 
Adeniti 2 7 5-5333 1 7 5-8235 +0-2902 0-0578 
Pain| —|1 — -4000 1 3-9412 +0-5412 


* The number of patients in whom the temperature returned to normal (98-4° F.-36-9° C.), both morning and evening on this day, for the first time. 
This last phrase is important, as many patients showed a transient rise of temperature on their first day out of bed 


The number of cases which have shown a diminution of oedema for the first time on this oo is, from +++ to ++, ++ to +, or + tonil. 
s day. 


The number of cases showing no exudate on the tonsils or pharynx for the first time on 


The day on which adenitis is first seen to di 
|| The day when pain first disap 


Treated 
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estimating any kind of cure or recovery. The choice of 
those symptoms and signs which can most advantage- 
ously be used is not easy. Of the eight originally put 
on the card we have rejected three—pulse rate, tongue 
appearance, and ear-drum appearance ; the first two 
because no apparent change occurs with recovery, the 
third because only one case in the series showed ear 
signs of any kind. Other signs and symptoms were 
considered and rejected. As an example, frontal head- 
ache, a common symptom, might be caused by the 
throat, by the treatment, by constipation, or by reading 
in bed in a bad light. 

As has been said above, the cases were taken as they 
came and divided into “treated” and “ control.” 
account was taken of bacteriological findings. However, 
it is felt that a more accurate idea of the results is 
obtained if they are divided according to the presence 
of the beta-haemolytic streptococcus. In these results 
(Table III), cases are called positive if the beta- 
haemolytic streptococcus is found on any swab during 
the experiment. 

We believe that the presence of a raised temperature 
and of pain are the two most reliable of the signs and 
symptoms, the former because of its complete objectivity 
and the latter because it appeared to us to be a clear-cut 
fact about which the patient had no doubts. The pre- 
sence of exudate follows a close third, whereas it is not 
possible to apply this same degree of objectivity to minor 
fluctuations in oedema and adenitis. In a considerable 
number of cases diminution of “oedema” and 
“ adenitis” occurred for the first time on the eighth 
day. This is because we were forced to include in this 
column all those cases still unchanged at the end of a 
week or discharged from sick quarters still not com- 
pletely normal. This does not apply to “ temperature ” 
and “ pain,” and their arithmetic means will therefore 
be more accurate than those of others. 

The arithmetic means of the number of days taken by 
the cases to show cure or improvement as denoted by 
individual signs have been calculated. The differences, 
between the means of the treated and those of the 
control cases are shown.’ The differences have been 
examined for significance by the “t” test. The 
values of “t” are also given. They do not reach 
significant levels. 

There was no difference in the rate of recovery 
between control and treated cases whether the beta- 
haemolytic streptococcus was present or not. 

It will be seen from Table IV that there is a marked 
difference between treated and controlled cases in 


rapidity of cure. 


Taste IV.—Doctor’s Assessment of Rapidity of Cure at About 


72 Hours 
Cases Good Cures Poor Cures Total 
Treated .. oe 34 7 41 
Control .. de 19 22 41 
Total .. 53 29 82 


The x? test gives the value of 10.46, which value is 
much greater than 3.84, the critical significance value for 
one degree of freedom. The relationship of “ good” 
cures and treatment is therefore very unlikely to be due. 
to chance. 

A fourth piece of evidence is given in Table V. This 
shows that the administration of sulphatriad had no 


No. 


TaBLe V.—Survival of Beta-haemolytic Streptococci in the Throats 
of Cases Treated with Sulphatriad and in Those of Control 


Cases 
| Treated Control Total 
Appearing in first swab and 
remaining later ee ae 16 10 26 
Ap i in first swab and " 
pearing ontreatment .. 8 7 15 
Total | 24 17 41 


effect on the survival of beta-haemolytic streptococci in 
the cases examined. The ,? test gives a value of 0.0341. 


Comments 


This experiment was begun with the very simple idea 
of attempting to find out whether sulphonamides were 
efficient and economically reasonable drugs to use in the 
treatment of acute throats, in particular under Service 
conditions. For convenience in control, the term “ acute 
throat” was restricted to cases in which there was a 
frank inflammation of the tonsils. In one way the simple 
trial has produced a simple answer—that is, that there is 
no difference which shows in normal clinical recording 
between the recovery of patients suffering from this con- 
dition who are treated by rest in bed, copious fluids, and 
25 g. of sulphatriad and patients who do not receive the 
drug. 

However, it must be said that the doctor in clinical 
charge was able to detect which tablets were sulphatriad 
and which lactose by the better effect of the former on 
the appearance of the patient. It was also shown 
(Table IV) that the doctor’s assessment of “ good cure ” 
at 72 hours was significantly associated with sulphatriad 
medication. It is felt that these two very subjective 
results cannot overrule the negative result shown in 
Table III, and from a severely practical point of view 
simpler and less potentially dangerous remedies must be 
recommended. (The absence of complications in the 
experiment is surely to be expected in the conditions 
under which it was conducted, but renal complications 
are not so easy to avoid in some climates in which R.A.F. 
medical officers have to practise.) 

These subjective findings may be considered to explain 
the disagreements with Anderson’s opinions mentioned 
at the beginning of this paper. They do not, in our 
opinion, justify the routine use of a potentially dangerous 
drug. Other methods can be found to improve well- 
being if the difference in speed of recovery is to be 
measured only in hours. 

It is, of course, understood that a decision to advise 
against any general use of sulphonamide drugs in the 
treatment of acute throats must also depend on two 
other considerations—on the number of toxic reactions 
and on the value of these drugs in preventing epidemic 
spread. The present experiment gives no answer to these 


two aspects of the problem. 
Summary. 


Eighty-two consecutive cases of acute tonsillitis were 
divided into two equal parts in a random manner. They 
were all treated by rest in bed and given copious fluids to 
drink. One half were given 50 0.5-mg. tablets of sulphatriad. 
The other half received an equal number of lactose tablets 
identical in appearance to the former. 

Analysis of clinical records reveals no difference between 


controls and treated cases in the speed of recovery from 
various symptoms. The medical officer in clinical charge 
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was, however, able to make an estimate of “ goodness of 
cure ” which had a significant relationship to administration 
of sulphatriad. 

It is felt that the routine administration of sulphonamide; 
to patients with acute tonsillitis cannot be supported by the 
results of this experiment. 


We wish to thank Professor Bradford Hill and Dr. D. D. Reid 
for their help and advice. We also are grateful to Messrs. May 
and Baker Ltd. for their kindness in providing both su'phatriad 
and control tablets for these experiments, and particular thanks 
are due to Mr. E. J. Baines, of the New Products Division. We 
are indebted to the Director-General of Medical Services, R.A.F.., 
tor permission to publish. 
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Acute tonsillitis, especially as it occurs in general prac- 
tice, has received little study in recent years from the 
point of view of either epidemiology or treatment. The 
Commission on Acute Respiratory Diseases (1944) made 
an intensive study of the problem in American troops 
during the recent war, but, valuable as this investigation 
undoubtedly s, its findings are applicable only to young 
healthy adults, and, indeed, to young adults living in 
artificial surroundings ‘vhich would tend to encourage 
infectious “‘ in-breeding.” No excuse is needed, there- 
fore, for presenting some inturmation on the epidemio- 
logy of “sore throat” as it is seen in ordinary urban 
practice. But if there is a need to know what clinical 
material is comprised in this general descriptive title, 
there is an equal need to study what is the best method 
of treatment. Criticisms, based largely on clinical 
impressions, were made in the correspondence columns 
of the British Medical Journal following a statement that 
the sulphonamides had little value as a method of treat- 
ment in such conditions (Anderson, 1949). A study was 
therefore conducted to secure some factual information. 
The present paper is based upon the records of the first 
100 cases. 
Material and Methods 


The patients studied were encountered in the general 
practice of three of us (R. B., D. McF., and W. B.) ; they 
consisted of all those who complained of “core throat ” 
as the leading symptom. It was arranged that throat 
swabs would be submitted from such patients, who 
would subsequently be visited by one of the epidemio- 
logical team, if possible within the following 24 hours. 
At this visit a second swab of the throat and a swab of 
the post-nasal space (taken through the nose) were 


*These workers are in receipt of a grant from the Medical 
Research Council. 


obtained. Two special cards were drawn out. one of 
which was to be used by the general practitioner so that 
uniform records of the duration of signs and symptoms 
could be kept; the other was used to record the main 
epidemiological data. The experiment was begun in 
January, 1950, and still continues. 

Quantities of tablets were prepared by May 2nd Baker 
Ltd. which, though difiering in composition, were similar 
in appearance. One set contained 0.5 g. of sulphanil- 
amide, another 0.5 g. of “ sulphatriad,” and a third 0.5 g. 
of lactose. Each lot of tablets was referred to by the 
letters A, B, or C, the proper constituents being known 
only to the hospital dispenser. The practitioners have 
stated that they were unaware which tablet was which, 
except on one occasion when a patient developed a sul- 
phonamide rash, whereupon the lettering was changed. 

During January and early February each doctor was 
supp’ied with a particular tablet which he was to use for 
those patients who came into the trial, the intention being 
that the doctors were to employ a different medicament 
each month. This method, which was chosen for its 
obvious simplicity, was open to criticism on epidemio- 
logical grounds, for it was possible that the type of ton- 
sillitis seen in one month might be different from that 
seen in another. Accordingly, during the remainder ot 
the period each practitioner carried a supply of all three 
tablets, and the method of treatment was thereafter dic- 
tated by the use of a set of random numbers which were 
written on the cards supplied to the practitioner. 

During the preliminary period (January-February) the 
practitioner who had been given the lactose tablets saw 
the greatest number of sore throats. Accordingly when 
the whole series is summated there is some inequality in 
the treatment groups. Thus there were 26 cases in the 
sulphanilamide group, 26 in the sulphatriad group. 
and 43 in the lactose group. It is felt that, since 
the method of treatment was at no time selected 
by the doctor, no serious harm arises from analysing 
all of the patients in this preliminary report. In 
four cases the-practitioner’s card was lost, so that the 
method of treatment was not known, and in one case, in 
error, the allocated method of treatment was not adherec 
to. It is perhaps worth commenting that prior to the 
trial one practitioner was firmly convinced of the value 
of sulphonamides in such cases, the second used them 
with fair frequency, whereas the third seldom prescribed 
them. 

The throat and post-nasal swabs were treated in the 
following way. A Liéffler’s slope, and blood-agar and 
gentian-violet blood-agar plates were inoculated, care 
being taken to ensure that the whole swab was rubbed 
on the surface of the plates. A direct film was also 
examined for the presence of Vincent's organisms. Cul- 
tures were examined at the end of 18-24 hours’ incuba- 
tion. Particular attention was paid to the presence of 
B-haemolytic streptococci (H.S ), and when these were 
present the following notation was used: += up to ‘ 
colonies; + += up to 50% of the growth; + ++= 
more than 30% of the growth. The predominance o! 
any other organism was noted and an attempt made to 


type any pneumococci isolated. Under the conditions ' 


of the experiment it was not possible to carry out sero- 
logical tests which might have had the value of defining 
more completely the streptococcal aetiology. 

As the study has two aspects—namely, epidemio- 
logical and therapeutic—the results will be described 
under these subheadings. 
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Epidemiological Data 
Table I shows the cases arranged according to the 


week of onset and in four broad categories according to 
the result of the initial throat swab. It will be seen that 


TaBLe I.—Distribution of Cong oy Week of Onset and Result of 


wa 
Week | Total §-haemolytic Streptococci Normal 
No. Cases Flora 
52 1 1 0 1) 0 
1 | 357 0 0 0 3 
4 i 4 3 1 2 2 
5 2 0 6 0 
10 12.929 2 + 7 
13 0 1 2 1 
4 el? 0 0 0 
15 | 2 0 0 2 0 
Total 100 22 14 | 32 32 


_ No culture revealed the p.esence of Corynebacterium diphtheriae. Smears 
tor Vincent’s organisms were all negative. 


the cases occurred fairly evenly throughout the period, 
apart from the second week of the year, which showed 
the highest total of 17. The totals for the four-weekly 
periods are 27, 27, 29, and 17. 

The results of the throat swabs show that in approxi- 
mately one-third of the cases the flora was that com- 
monly associated with a normal throat ; in a similar pro- 
portion a profuse growth of H.S. was obtained ; in 22% 
a few colonies were found ; and in 14% there was a 
moderate growth of H.S. The exact 
significance to be attached to these sub- Malaise. 
divisions cannot be stated dogmatically, 
but it is interesting to record that the  Sneeging. 
epidemiological team has investigated Stuffy nose. 
similar swabs taken from a random 
sample of healthy persons living in the Rhinorrhoea. 
district from which the present patients hots 
were drawn. Few streptococcal carriers ugh. 
have in fact been encountered, and in Ugadache. 
those detected the plate has with few , 
exceptions been read as “one plus.” It Anorexia. 
is obvious, howeyer, that from some Vomiting. 
individuals one might expect to isolate , 
odd colonies of streptococci, including Sweating. 


haemolytic non-pathogenic varieties, SO (hills Rigors, 

that it would be unwise to regard their ; 

presence as evidence of streptococcal Pain in 
zo 30 


infection. Further, the errors inherent 
in chance sampling would suggest that the 
subdivision between those whose culture [C_] 


of a rise in antistreptolysin titre.) Group 1 comprises 
cases in which a streptococcal aetiology may be regarded 
as very doubtful ; Group 3 consists of cases which must 
be regarded at present as of unknown aetiology. 

On this basis, therefore, it is apparent that less than 
one-half of the cases (46%) can be regarded as strepto- 
coccal in origin—an observation of some interest and 
importance, since it is a common misapprehension that 
acute tonsillitis almost always implies a streptococcal 
aetiology. 

Table II and the accompanying Chart draw attention 
to the mode of onset, the assessment of severity, and the 
main symptoms. (It should be noted that the clinical 
records of some of the earlier cases were incomplete.) 

Table II shows that a rough distinction may be made 
between the cases in Group 2 and those in Groups 1 and 
3. If the latter cases are combined to make a simple 
comparison we find that the percentages are (Group 2 
percentages given first): sudden onset, 66% against 
38% ; mildly ill, 30% against 59% ; moderately ill, 55% 
against 39% ; and severely ill 15% against 2%. In the 


TaBLeE II.—-Mode of Onset and Clinical Severity of Acute 


Tonsillitis ”’ 
| B-haemolytic Streptococci Normal 
+ |++and +++ 
(Group 1) (Group 2) (Group 3) | 
Sudden... 7 (37%) | 22 (66%) 7 (39%) 36 
Gradual | 12 (63% 11 (33%) 11 (61%) 34 
Total 19 | 33 18 70 
Mild.. ..| 14(64%) 14(30%) | 18 (56%) 46 
Moderate ..| 7(32%) 25(55%) | 14(44%) 46 
Severe 14% | 705%) 0 8 
Total a 22 | 46 32 100 


—— 


40 50 percent. 


Cases whose throat culluse showed aheavy growth of 
acmolylic slreplococeus ( Beta ). 


produced a normal flora and those who 


showed a few colonies of H.S. was not Fo s4 Cases whose throat culture showed a normal Flora ora 1 + 


clear-cut. In subsequent tables, there- 


hacmolytic streptococcal gronth (Beta) 


fore, it is proposed to use three groupings 

only: Group 1, comprising those whose _ - 
culture was read as a “one plus H.S.” ; Group 2, those 
whose H.S. was read as “ two plus ” and “ three plus ” : 
and Group 3, those who showed a “normal flora.” It 
is felt that Group 2 may be regarded as a fair represen- 
tation of the cases of true streptococcal tonsillitis. (It 
may be noted that the American workers already 
referred to found a strong correlation between the pre- 
dominance of H.S. in the throat swab and the occurrence 


Chart showing initial symptoms in cases of ‘sore throat.” 


chart a similar combination of the cases shows that 
in Group 2 (presumed streptococcal cases) headache. 
anorexia, vomiting, sweating, and chills and rigors pre- 
dominated ; whereas in those cases which were probably 
not streptococcal infections (Groups | and 3) there was a 
predominance of symptoms more clearly referable to the 
respiratory tract, such as sneezing, stuffy nose, rhinor- 
rhoea, or cough. 
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The 
age distribution of the cases is shown in Table TaBLe V.—Distribution of Cases by Aetiological Group and 


III. (Sex has been omitted, since the distribution in this Method of Treatment | 
respect is equivalent.) As in the previous tables, the dis- -—— = } 
tribution of the cases suggests some dissimilarity between of -| Nesmal 
the groups. Thus, in the under-5-years group there is an Treatment | ~ |++ and +++ (Gres) ve 
apparent excess of cases in which culture showed a nor- Chey t) | Swe 
mal flora, whereas those cases regarded as of strepto- Sulphanilamide! 9 7 10 26 
fa : Sulphatriad . . 3 15 8 26 | 
coccal origin show an excess in the age group 25 years Lactose _: 8 21 14 43 
and over. We are in no doubt of the necessity to collect 0 32 95° 
TaBLe III.—Distribution of Cases of Tonsillitis by Age an 6 cases the treatment was not known; in one case treatment was 
B-haemolytic Streptococci 
Age Group rer ee .—y Total the duration of fever, oedema, and pain. Each of these 
—_ (Group 1) (Group 2) (Group 3) factors had different merits in that the first was an 
entirely objective finding, the second was a clinical 
+9 2 | Wl 3 16 observation by the physician, and the third was a sub- 1 
15-19 > | 1 4 - jective record of the patient’s main complaint. The data 
| in respect of these criteria are recorded in Table V1 
Total... 21° | 45° 32 TaBLe VI.—Results of Treatment s 
* In one case in each group the age was not recorded. a . Days T } 
otal 
a much larger series for analysis before drawing definite es ‘ 
conclusions. Nevertheless the cumulative evidence sug- Sulphanilamide | 4 1713} 1411010104501 2% 
gests that there is a rather mild form of acute tonsillitis, Sulphatriad ..| 7 | 16 |3 | 0 |}0 /0 | 0 3 0 | 2 
4 Lactose | 17 | 16 16 1 /1 Jo 43 a 
possibly commoner in childhood, which is not strepto- ; 
coccal in origin and which produces a symptomatology Means (days): sulphanilamide, 1.15; sulphatriad, 0-85; lactose, 1-07. 
showing some distinctions from that of streptococcal of 
A simple notation was used to describe the appearance | 2/7 | 1 | 23 13 | | 4/1 | (is 
of the throat. This permitted four subdivisions: (a) no — 
exudate present ; (b) soft follicular spots of exudate’; (c) Bécans (days): suiphanilamids, 3:19; sulghetried, 2°58; lactose, 3-12. 
continuous small “ flecks ” of exudate ; and (d) confluent a 3. Duration of Pain - 
5 pseudomembrane. Table IV shows the effect of corre- 11s 
lating these findings with the result of the initial throat Lactose 0 | 26 |4 6 Jo | 43 
swab. Means (days): sulphanilamide, 1-81; sulphatriad, 1-85; lactose, 1-95. in 
Taste 1V.—Appearance of Throat and Result of Throat Swab 
oabinen according to the method of treatment which the patient th 
B-haemolytic Streptococci — Groups received. The table shows that there is little difference Ca 
Flora 1 and 3 between the average duration of each factor. The appli- ca 
+ |++and +++! (Group 3) | Combined PP 
(Group 1) (Group 2) pit cation of statistical tests of variance also indicates that va 
No exudate . 2 12 an 23 no significance can be attached to any of the differences. be 
oe 3 r3 4 7 «+ The figures give no grounds for the belief that either of se 
Membrane .. 0 4 . . the sulphonamide tablets was appreciably superior to the ap 
Total. | 21* 45* 53 lactose tablet, which presumably was therapeutically cil 
inert. Wi 
Cus case in cach group not The complications encountered are shown in Table 
th 
It has already been noted (Table II) that Groups 1 and Vit. po 
3 contained a relative excess of mild casee, and it may Taste VII.—Complications Encountered in 100 Cases wt fai 
therefore be natural that a higher proportion in these “ Tonsillitis ” ho 
groups showed no exudate on the throat. Nevertheless : a “a 
it may be observed that — a quarter of the strepto- 
coccal cases were not exudative. 
musitis 1 
Results of Treatment Erythema nodosum (1) (L) | Epistaxis (1) (Sa) as 
Exacerbation of chronic 
As the present report is of a preliminary nature, myalgia (1) (L) dri 
detailed comparisons of the three treatment groups in . — sar 
; = Treated with . St= riad 
regard to such factors as age, severity, and duration of chee ee ee y 
illness prior to treatment are not given. The distribution Lid 
of the cases in respect of the presumed aetiology and It will be noted that none of the cases developed otitis anc 
method of treatment is shown in Table V, which suggests media. The other complications encountered were not — the 
that there is no gross dissimilarity. of individual importance apart from. their effect in pro- ther 
The clinical data which had been entered on the prac- longing the illness. In view of the differences already 
titioner’s card made it possible to state the duration, in noted between Groups 2 and 3 the slightly different po 
days, of certain signs and symptoms. After considera- character of the complications in these groups deserves Con 
tion, attention was confined to three of these—namely, attention. It may be finally noted that 4 of the 43 
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patients who received lactose, 4 of the 26 patients 
who received sulphatriad, and 1 of the 26 who received 
sulphanilamide developed complications. There is 
obviously little difference between the effects of the treat- 
ments in this respect. 

Discussion 


We do not propose to enlarge upon the epidemio- 
logical aspects in the present report. This study must be 
regarded as a “ pilot” one undertaken in an endeavour 
to prospect the possibilities of such a form of investiga- 
tion. Nevertheless it is interesting that our results show 
certain similarities to those obtained by the Commission 
on Respiratory Diseases. It must be remembered that 
their clinical material was all adult and confined to cases 
in which the temperature exceeded 100° F. (37.8° C.) 
and which thus qualified for admission to hospital. 
From the results of throat swabs and the demonstration 
of a rise in serum antibodies they concluded that roughly 
half of their cases were streptococcal. They also found 
some dissimilarity between the clinical pattern of the 
streptococcal and non-streptococcal cases in that chills, 
headache, and malaise were commoner in the former, 
whereas cough, nasal obstruction, and hoarseness were 
commoner in the latter. 

As part of the American study the clinicians were 
asked to define the probable bacteriological cause 
before receiving the result of the throat swab, and it 
was found that the.non-streptococcal cases were fairly 
accurately classified. There were, however, numerous 
errors among the cases finally proved to be strepto- 
coccal. Our own experience was that errors were fre- 
quent in both groups. Thus each of us saw patients in 
whom the clinical diagnosis of streptococcal tonsillitis 
appeared “ obvious,” but from whom a normal bacterio- 
logical flora was obtained from two throat swabs 
and a post-nasal swab; and others in whom a mildly 
inflamed throat produced almost a pure culture of 
haemolytic streptococci. The bacteriological examina- 
tion of all such cases in general practice is not a practi- 
cable proposition ; and yet precise differentiation of the 
cases without it is really impossible. Despite our obser- 
vations, which suggest that a differentiation can be made 
between the different groups comprising the series, there 
seems to be no single clinical criterion which can be 
applied to diagnose “ streptococcal ” tonsillitis. In such 
circumstances it is obvious that the term must be used 
with considerable caution. 

The results of the therapeutic trial do not support the 
thesis that sulphonamides exert a beneficial effect in the 
treatment of the “ acute throat.” Those who place more 
faith in the virtue of clinical impressions will no doubt 
be unconvinced by an array of “statistics.” But it is 
well to remember that the average duration of fever and 
pain in those cases treated with lactose was exceedingly 
short—namely, 1.07 and 1.95 days respectively. In view 
of this, added to the fact that in about half of the cases 
a streptococcal aetiology is unlikely, it seems that to use 
drugs which have definite and known dangers is unneces- 
sary, besides being expensive. 


We are indebted to Dr. W. R. Thrower, of May and Baker 
Ltd., for supplying us with tablets of uniform size and appear- 
ance. Professor A. Bradford Hill and his colleagues undertook 
the statistical analysis and provided the random numbers, and to 


them we express our 
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Ormond Street 


Lead-poisoning in infancy and childhood is rare in 
Great Britain, although in other countries, notably 
Australia, America, and Japan, many cases have been 
described. 

In a survey of the literature of this country for the 
past 60 years we have found only seven other reports 
of plumbism in infants and children. Stephenson (1898) 
reported poisoning in an infant from the use of white 
lead as toilet powder, and Cadman (1902) and Findlay 
(1935) each described a case due to lead nipple-shields. 
Rodgers, Peck, and Jupe (1934) described the case of a 
boy aged 2 years who had chewed toy soldiers, and 
Gartside (1948) reported two cases in a family from 
burning battery casings as fuel. Clark (1950) has 
reported a case in a breast-fed infant due to the lead 
contained in the family water supply. 

We have recently seen three cases, and two others 
have been found in the records of the Hospital for Sick 
Children, Great Ormond Street. The five cases are 
reported below. 

Sources of Lead 


The source of the lead is broadly determined by the 
age of the patient. (1) In infancy there are dangers’ 


such as the application of powder containing lead to the 


breasts or to the infant’s skin, and the use of lead nipple- 
shields. The use of lead powder by mothers was found — 
to be the common cause of lead encephalopathy in 
Japanese infants. (2) In children up to about 5 years 
the ingestion of lead paint or metallic lead due to per- 
verted appetite is the most likely cause, although peculiar 
circumstances have resulted in large outbreaks in Queens- 
land, Australia. Climatic conditions there favoured the 
powdering of paint, which was readily transferred to 
the children’s mouths (B.M.A. Queensland Branch 
Report, 1922). (3) In children of school age per- 
verted appetite is not often a factor, but they may 
encounter a great diversity of hazards, as in adults. 
The majority of 40 cases due to burning battery casings 
as fuel were in older children (Williams et al., 1933). 
Pica.—Four of the five cases here described exhibited 
pica, or perverted appetite. All children pass through 
a temporary phase of putting objects in their mouths, 
but pica refers to a morbid craving, of longer duration, 
for such undesirable articles as earth, sand, coal, wall- 
paper, cloth, hair, paint, and even wood-lice. The con- 
dition may result from gastro-intestinal disturbances, but 
mental deficiency, neurosis, and simple habit are often 
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responsible. Ruddock (1924) was probably the first to 
point out the relationship of lead-poisoning to pica when 
he stated that some children affected with the former 
possessed a morbid craving to gnaw painted objects such 
as window-sills, white furniture, crib railings, porch rail- 
ings, and other articles. To this list may be added toy 
soldiers, farm animals, etc. McKhann (1926) found 
pica to be the commonest forerunner of plumbism, and 

‘ the condition has since been stressed by Stetson (1947). 
The case reported by Rodgers er al. (1934) in this 
country also suffered from pica. 


Clinical Features 


lhe manifestations of chronic lead-poisoning in chil- 
dren differ from those in adults in several important 
respects. In adults the main features are gastro-intestinal 
symptoms—chiefly colic and constipation—anaemia, lead 
line on the gums, and peripheral palsy involving the 
muscles most used. In children the emphasis is on 
encephalopathy, which occurs in a high percentage of 
cases ; eye signs are common, while the lead line and 
muscle palsies are rare. 

The manifestations of encephalopathy are probably 
secondary to an intense cerebral oedema, accompanied 
by a raised intracranial tension, which in young patients 
may produce a_ bulging fontanelle, separation of the 
sutures, and a cracked-pot note on percussing the skull. 

The clinical features in children have been well 
described by Blackfan (1917), McKhann (1932), and 
Ford (1945). 


Laboratory and Other Investigations 


The blood shows a moderate anaemia, reticulocytosis, 
punctate basophilia, and an excess of normoblasts ; the 
white count is normal, although a leucocytosis may be 
present in acute poisoning or with superadded infection. 
In severe cases the serum bilirubin may be elevated 
owing to excessive haemolysis. 

The urine commonly shows a trace of protein, and 
glycosuria is often present ; ketone bodies may also be 
found. 

The cerebrospinal fluid is often abnormal (Weller and 
Christensen, 1925). In the presence of encephalopathy 
the pressure is almost always high; the protein is 
increased and there is a moderate pleocytosis. The 
sugar may also be raised, although this is not patho- 
gnomonic, as it may occur in convulsions due to other 
causes. 

Lead estimations in the blood and urine may give 
valuable confirmatory evidence. Special precautions 
must be taken to ensure that the syringes and containers 
are lead-free. 

Radiography is of the greatest value, as changes are 
practically always present (Park ef al., 1931; Caffey, 
1931; Vogt, 1932). Radio-opaque bands, due to the 
deposition of lead in abnormally numerous and con- 
densed trabeculae, are seen at the growing ends of 
the long bones and the growing margins of flat 
bones. Multiple bands or Jines are sometimes seen, but 
their presence does not necessarily indicate intermittent 
absorption of lead. If the deposition of lead ceases, an 
area of bone of normal density appears on the epiphysial 
side of the band, and as the bone grows this band 
becomes wider and less well defined. Since lead is 
deposited only in actively growing bone, this finding 
is not present in adults. 


Straight x-ray films of the abdomen may reveal specks 
of radio-opaque material due to the presence of metallic 
lead or lead salts in the gut. 

In the presence of high intracranial tension a radio- 
graph of the skull may show separation of the sutures 


Differential Diagnosis 

In children this can be considered under two heads 
—before and after encephalopathy has developed. 

Before the cerebral signs appear, vomiting, abdominal 
pain, and constipation are the principal symptoms, and, 
if associated with pica, lead-poisoning should always be 
excluded. This triad of symptoms may suggest a surgi- 
cal emergency. The label “ cyclical vomiting ” is always 
dangerous, as it tends to lull the physician into a belief 
that an adequate diagnosis has been made. 

After encephalopathy has developed, a number of con- 
ditions may be simulated. (1) Diabetes mellitus, suggested 
by abdominal pain and vomiting, drowsiness, or coma 
associated with sugar and acetone in the urine. In lead- 
poisoning, however, urine is not passed in excess and 
the blood sugar is normal. (2) An intracranial space- 
occupying lesion, especially the common medulloblastoma 
of the cerebellum. Localizing signs may be absent, and 
papilloedema may be found in both conditions. How- 
ever, convulsions and twitching are unusual with sub- 
tentorial tumours, and very frequent in lead encephalo- 
pathy. The cerebrospinal fluid may be similar in both 
Good (1941) has recommended radiography of the long 
bones to demonstrate the presence or absence of lead 
lines in every case of raised intracranial pressure if 
choked disks are present. (3) Tuberculous meningitis 
should always be excluded in any child with doubtful 
cerebral signs. (4) “Encephalitis” is often an unsatis- 
factory diagnosis, and it is possible that some cases so 
labelled may be due to plumbism. 


Treatment 


After absorption, lead is deposited in the bones and. 
to a lesser extent, in the organs, especiaily the liver and 
brain. It is excreted by the kidneys, which appear to 
have a definite renal threshold for it. Lead deposited in 
the bones is innocuous. There are therefore two lines 
of treatment available: the lead may be immobilized 
in the bones and thereby rendered harmless, or mobilized 
to increase its excretion by the kidneys. 

There is a close relationship between calcium meta- 
bolism and the behaviour of lead in the body. Calcium 
has a specific action in aiding lead deposition in the 
bones, and should be given in large quantities as milk 


‘(3 pints (1.7 litres) daily) and calcium lactate by mouth 


Vitamin D also exercises a beneficial effect by fixing 
lead. phosphate in the bones. Calcium gluconate intra- 
venously (10 ml. of 10% solution) should be used in 
crises such as convulsions, coma, and severe colic, when 
the acute symptoms are often dramatically relieved. 

““ De-leading *—the removal of lead from the bones 
and its elimination from the body—is very dangerous in 
children owing to the risk of encephalopathy. Most 
authorities think that it should never be undertaken 
Both acidosis and alkalosis aid the removal of lead from 
the bones, and so must be avoided. 

The cerebral oedema of lead encephalopathy is very 
resistant to treatment. The following methods have 
been advised: hypertonic magnesium sulphate per 
rectum or intramuscularly, hypertonic glucose intra- 
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venously, repeated lumbar punctures, and even surgical 
decompression of the brain. The rapid withdrawal of 
cerebrospinal fluid by the lumbar route is not without 
danger, as medullary compression, fits, or coma may 
be precipitated. ~ 

Convulsions must be controlled by phenobarbitone or 
paraldehyde intramuscularly. 

Dimercaprol (B.A.L.) has been used with success in 
the treatment of persons poisoned by various metals, 
notably mercury and gold, but the evidence of its benefit 
in human cases of lead-poisoning is largely experimental 
and controversial. 

Braun et al. (1946), experimenting on animals, found 
an increased mortality in a group of rabbits treated with 
dimercaprol compared with an untreated control group. 
Their findings were confirmed by Germuth and Eagle 
(1948). Weatherall (1948),.however, working with mice, 
obtained opposite results. 

In a group of men exposed to the hazard of industrial 
lead, Ryder et al. (1947) found that dimercaprol brought 
about a rapid fall in the concentration of lead in the 
blood and a considerable increase in urinary excretion 
of lead. 

Telfer (1947) reported a case of chronic lead-poisoning 
treated with dimercaprol in which an increased urinary 
excretion of lead occurred with beneficial results. 
R. H. S. Thompson (1950—personal communication) 
considers dimercaprol is worthy of trial and suggests a 
dosage of 1.5 mg. per kg. four times a day for one week. 
This should be doubled in cases of lead encephalopathy. 


Prognosis 

Lead-poisoning in children carries a grave prognosis. 
The younger the child the higher the mortality. Encepha- 
lopathy is of particularly grave significance. Focal or 
generalized sequelae involving the central nervous sys- 
tem are common. McKhann and Vogt (1933) record 
that of 45 cases of encephalopathy 11 died and 12 had 
permanent sequelae—epilepsy, tremors, mental retarda- 
tion, blindness, and speech defect ; and Byers and Lord 
(1943) state that mental changes leading to unsatisfac- 
tory progress at school were present in 19 out of 20 
children who had previously been normal. Pneumo- 
encephalography revealed cortical atrophy in six patients 
who suffered permanent cerebral damage (Levinson and 
Zeldes, 1939). 


Case 1 


A boy aged 7 was first seen in September, 1948, at 
the Hospital for Sick Children, Great Ormond Street, with 
a three-years history of repeated attacks of vomiting, 
abdominal pain, and constipation lasting from one day to 
three weeks. He was of normal intelligence. A provisional 
diagnosis of periodic syndrome (cyclical vomiting) was made, 
and he was admitted to hospital. A blood count showed a 
mild anaemia and punctate basophilia. A radiograph of the 
abdomen revealed specks of opaque material, but in a sub- 
sequent film these had disappeared. It was now discovered 
that he suffered from pica and would eat anything. He 
particularly enjoyed chewing lead soldiers. The diagnosis 
was changed to “? plumbism.” He was seen in the out- 
patient department after discharge, when his mother stated 
that he had eaten no more lead soldiers. A blood count 
was normal and the attacks were therefore again considered 
to be due to periodic syndrome. 

In August, 1949, he developed slight jaundice, and the 
vomiting, abdominal pain, and colic became much worse. 
He was readmitted in November, 1949. 

On examination he was seen to be a quiet, co-operative, 
thin child, with dry skin and icterus of the conjunctivae. 


Pallor and blue line on the gums were not present. The 
abdomen was scaphoid, not tender. He had slight tremor 
of the hands, otherwise no abnormality was noted in the 
central nervous system. The fundi were within normal limits. 
For the first six days he continued to vomit, and was very 
quiet. He was constipated, complained of abdominal pain, 
and would not eat. 


Investigations——A blood count showed: Hb, 9.4 g. % 
(67%); red cells, 3,600,000 per c.mm. ; punctate basophilia, 
1.3% ; serum bilirubin, 1.5 mg. per 100 ml. ; fasting blood 
sugar, 125-mg. per 100 ml. Examination of the urine 
revealed: acid, acetone —, faint trace of protein, orange 
reduction with Benedict’s reagent. Liver-function tests were 
normal. A radiograph of the abdomen again revealed 
specks, presumably of metal in the gut. Ring shadows were 
clearly visible parallel to the iliac crests (Fig. 1). Radio- 


graphs of the long bones showed bands of increased density 
near the eviphyses (Fig. 2). 


Fic. 1.—Case 1. Radiograph showing metal particles in the gut 
and ring shadows parallel to the iliac crests. 


Fic. 2.—Case 1. 


i of long bones showing bands of 
increased 


ensity near the epiphyses. 
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Progress and Treatment.—The child was started on a high- 
calcium diet, vitamin D, and alkalis. Lumbar puncture on 
the sixth day gave a pressure of 100 mm., and the fluid con- 
tained 1 cell per c.mm. and 70 mg. of protein and 93 mg. of 
sugar per 100 ml. About two hours later he lapsed into 
unconsciousness and remained semicomatose for three days. 
Vigorous treatment for the encephalopathy was carried out. 
He was given magnesium sulphate by mouth, 50% glucose 
intravenously, and 25% magnesium sulphate intramuscularly. 
On the seventh day the blood pressure was 165/120 and the 
cerebrospinal-fluid pressure had risen to 190 mm. The child 
started twitching all over, but much more on the left side 
than on the right. One major convulsion occurred. Two 
days after the return of consciousness he developed wrist- 
drop on the left side which lasted one week. He remained 
well and his blood pressure slowly fell to 105/65. Ten 
days later he suddenly lapsed into coma again, with twitching 
on the left side of his body. The pulse was full, there was 
marked vasodilatation, and the blood pressure was 115/10. 
This second attack of encephalopathy lasted one day only. 
Clinically he made an uneventful recovery and was 
discharged to his home. 

Special Reports.—Electroencephalogram (Dr. W. A. Cobb, 
National Hospital, Queen Square): “Very little normal 
activity can be made out. All areas show moderate-voltage 
slow rhythms, maximal on the right side. No change on 
over-breathing. A grosslf abnormal record.” Psychological 
report (Dr. Mildred Creak and Miss Durward): “ Result 
indicates low average intelligence. Considerable difficulty 
with all items involving visual—motor co-ordination. Chrono- 
logical age 7 years 5 months, mental age 6 years 10 months. 
Intelligence quotient, 92.” Lead estimations: Blood lead, 
0.3 wg. per 100 ml. (normal 0.01-0.03 xg.); urine lead, 
0.285 mg. per 24 hours (normal not more than 0.2 mg. per 
24 hours). 

Subsequent History.—After being home a few days the 
child started to vomit and to have “ vacant attacks,” during 
which his head and eyes deviated to the left. After one of 
these a left facial paralysis was noticed. He was readmitted, 
and the attacks were controlled with intravenous calcium 
gluconate and phenobarbitone by mouth. Later, a second 
psychological report states: “There is mental slowness, 
slight slurring of speech, and spurts of aggression. He 
behaves like someone who is very slightly drunk.” 

The report on a further E.E.G. stated: “In the right 
fronto-parietal region there is a focus of very slow, rather 
rhythmic waves of quite high amplitude. They frequently 
give a hint of a repetitive complex-form analogous to slow 
—— complexes, though this is never clearly 
defined.” 


Case 2 


. A girl aged 24 was brought to the out-patient depart- 
ment of the Belgrave Hospital for Children in September, 
1949, on account of vomiting and loss of weight. According 
to the mother, the child’s condition had slowly worsened 
during the previous 12 months. She had got paler, had 
lost weight, and had seemed increasingly miserable—so much 
so that her whole personality seemed to have altered. Her 
condition had markedly deteriorated in the previous two 
months; she had become anorexic and constipated, and 
had vomited on many occasions. It was learnt that she 
-had insatiable pica, and’ that she chewed almost anything. 
On examination she was found to be of normal height 
for her age, although about 5 to 6 Ib. (2.3 to 2.7 kg.) under 
weight. She was anaemic, markedly hypotonic, and 
extremely miserable, screaming at the slightest interference. 
No other abnormalities were found on physical examination. 


Investigations —Mantoux-negative at 1:10,000. A blood 
count on admission showed: Hb, 40% ; red cells, 2,860,000 ; 
marked anisocytosis and polychromasia; punctate baso- 
philia, 2.5% ; normoblasts, 0.5% ; white cells, 23,700 ; poly- 
morphonuclear cells, 56%. Six weeks later it was: Hb, 
84% ; red cells, 4,700,000 ; white cells, 9,300. The cerebro- 
spinal fluid 12 days after admission showed: clear colour- 


less fluid with pressure varying between 120 and 160 mm. ; 
cells, 2 per c.mm. ; protein, 25 mg. per 100 ml. ; chlorides, 
740 mg. per 100 ml. ; sugar normal. 

Progress and Further Investigations —The child remained 
pathologically miserable in the ward, and would scream 
whenever anyone looked at her or went near her. As the 
first blood report mentioned punctate basophilia, it was 
decided to take radiographs of the long bones: the report 
from the radiologist (Dr. A. M. Rackow) stated that the 
radiological appearances were in favour of a heavy-metal 
poisoning. As the most likely heavy metal was lead, a search 
of the house where the child lived was undertaken, and it 
was noted that the skirting-boards and window frames had 
been gnawed down to the bare wood, while the painted 
handle of a doll’s “pram” had been bitten down to the 
metal. On the boards and window-frames there were 
apparently two layers of paint—a brown one superficially 
and a blue one deeper. Samples of the paints were taken 
from these sources and from the pram handle. The follow- 
ing results were obtained: brown paint, no lead; deeper 
skirting-board and window-frame paint, 27% lead; pram- 
handle paint, 7% lead. Blood-lead estimation showed 
0.08 »g. per 100 ml. 

E.E.G. Report (Dr. W. A. Cobb).—“ The E.E.G. was 
largely unsuccessful owing to excessive movement. So far 
as can be judged, however, there is no abnormality.” 

The child’s haemoglobin started to rise on “ colliron,” and 
her behaviour improved slightly. She was discharged in 
December, 1949, and a follow-up revealed that she had 
stopped chewing the lead paintwork but was still very 
miserable. 


Case 3 


A baby girl aged 1 year 7 months, weighing 19 Ib. 5 oz. 
(8.86 kg.), was admitted to the Hospital for Sick Children, 
Great Ormond Street, in December, 1949. She had been 
irritable, listless, and crying frequently since an attack of 
measles seven months previously. Vomiting had been 
present for six weeks and had increased recently. Consti- 
pation had been marked for three weeks. Her appetite was 
poor and she was steadily losing weight. During the night 
she had had many screaming attacks, which were relieved 
by nursing her in front of an open fire. 

On examination she was seen to be pale, apathetic, and 
moderately wasted, with a feeble grizzly cry. Her throat. 
ears, lungs, heart, abdomen, fundi, and cranial nerves were 
normal. Normal movements were present in the limbs, but 
hypotonia was marked. Tendon reflexes were absent in her 
arms and ankles and diminished in her knees. Plantar 
responses were flexor. Her skull was not enlarged; the 
fontanelle was closed. Attempts to obtain a blood-pressure 
reading were unsuccessful. 

A blood count revealed a hypochromic anaemia with 2 
moderate punctate basophilia. The presence of the latter 
suggested lead-poisoning. The parents were again inter- 
viewed, and it was found that for about eight months the 
child had chewed anything she could lay her hands on— 
including painted woodwork. With this further evidence in 
favour of lead-poisoning, the long bones and abdomen were 
x-rayed and a blood-lead estimation was performed. Radio- 
graphs of the wrists and knees revealed a band of increased 
density at the ends of the femora, tibiae, radii, and some 
of the metacarpals. Radiologically the abdomen was 
normal, 

The child’s condition deteriorated. She continued to 
vomit, became drowsy and dehydrated, and developed a 
marked bilateral internal strabismus. There was no lead 
line on the gums or evidence of wrist-drop or foot-drop. 
After lumbar puncture (pressure in excess of 300 mg. of 


- water, the only abnormality being 60 mg. of protein) she had 


a series of convulsions and died 18 hours later. 

Necropsy (Dr. Vickers).—Brain : Slight cellular infiltration 
of pia arachnoid with perivascular oedema. No evidence of 
encephalitis or vascular lesion. Liver: Fatty change 
throughout with many hepatic-cell nuclei showing fine 
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eosinophilie acid-fast inclusions of the type found in lead- 
poisoning. Kidney: The most pronounced degenerative 
changes in the cortex were acidophilic ; acid-fast nuclear 
inclusions were present in greatest numbers. Oecesophagus: 
Just proximal to the cardiac orifice of the stomach the 
oesophagus showed a perforation 2.5 cm. in length, the 
lesion having the characteristics of an acute oesophageal 
ulcer (Wyatt and Khoo, 1949). The stomach and intestines 
contained altered blood in large quantity. No other ulcera- 
tion was present in the gastro-intestinal tract. Lead estima- 
tions : Blood lead less than 0.03 ng. per 100 ml. ; bone lead, 
89 parts per million ; liver lead, 53 parts per million. 


Case 4 


The patient, a breast-fed male baby aged 54 months, had 
previously been quite healthy. For 10 days before admission 
he had been irritable, with vomiting and loose stools. Five 
days before admission he had had a convulsion. He was 
admitted to another hospital and then transferred to the 
Hospital for Sick Children, Great Ormond Street. 

On examination he was pale, limp, and irritable, with slight 
meningismus. An otitis media and otitis externa were 
present. A blood count showed: red cells, 3,300,000 per 
c.mm. ; Hb, 65% ; reticulocytes, 8.4% ; punctate basophilia 
present ; fragility range within normal limits; white cells, 
23,200 per c.mm. (polymorphs 40%, lymphocytes 52%, 
monocytes 8%). The cerebrospinal fluid showed: pressure 
normal ; cells, 3 per c.mm. ; protein, 224 mg. per 100 ml..; 
sugar, 59 mg. per 100 ml. ; chlorides, 720 mg. per 100 ml. 

It was now learnt that the mother had been using a lead 
nipple-shield for the past 10 weeks. A radiograph of the 

long bones _ revealed 
typical bands of in- 
creased density at the 
ends of the shafts. 
The urinary excretion 
of lead in 24 hours was 
0.03 mg. 

The child was given 
a blood transfusion for 
the anaemia and penicil- 
lin for the otitis. He 
became livelier, gained 


weight, and was sent 

home. Later he had 

- = to be readmitted for a 

1G. 3.—Case 4. Radiograph discharging ear and 
showing opaque lead lines in. 

(2.5 cm.) - the epiphysis and diarrhoea and vomiting. 


Intravenous therapy was 
required to counteract 
the dehydration. Further radiographs four months later 
showed that the bands were then situated about 1 in. (2.5 
cm.) from the epiphysis, and had caused a widening of the 
bone at this point (Fig. 3). 

Follow-up.—When seen at the age of 3 the patient was 
a normal healthy child. The blood picture was normal, but 
radiographs still showed very faint lines of increased density 
in the shafts. 


widening of. the ‘bone at this point. 


Case 5 


A boy aged 5 was admitted to the Hospital for Sick 
Children, Great Ormond Street, in August, 1931. He had 
been unwell for the past three weeks, with vomiting, pains in 
the back of his head, pallor, and constipation following an 
initial bout of diarrhoea. For an indefinite period he had 
been nibbling paint off the windows at home. 

On examination he was thin and pale, and complained of 
abdominal pain. No abnormal physical signs were found 
apart from hepatic enlargement. A blood count showed: 
ted cells, 3,375,000 per c.mm. ; Hb, 58% ; white cells, 4,700 
per c.mm.; 6 normoblasts per 100 white cells. Marked 
basophilic stippling was present. Examination of the urine 
revealed no albumin or deposit ; a trace of lead was present. 
Analysis of a sample of paint similar to that ingested showed 


— to be present. Radiographs of the long bones were not 
en. 

The child was discharged from hospital, but we ane not 
been able to follow him up. 


Discussion 


Several interesting points emerge from the study of 
these cases. In Case 1 the temporary wrist-drop was 
considered to be Todd’s paralysis rather than a true 
lead palsy. This is supported by the predominantly 
unilateral nature of the fits and the electroencephalo- 
gram showing maximal changes from the corresponding 
hemisphere. 

Encephalography was carried out in Cases 1 and 2. 
It is hoped that the E.E.G. may prove to be of value in 
determining the prognosis in lead encephalopathy. It 
is likely that abnormal E.E.G. changes will be present 
in those subsequently showing mental retardation. 

_ Glycosuria was observed in two of our cases. Goettsch 
and Mason (1940) reported glycosuria in 8 out of 39 
cases. They discussed the possibility of its being pan- 
creatic or cerebral in origin associated with hyper- 
glycaemia, or renal in origin associated with a normal 
or low blood sugar. The evidence points to the latter 
view. 

Case 3 showed typical necropsy findings of lead- 
poisoning. The cause of death was haemorrhage from 
acute ulceration of the oesophagus. Although ulcera- 
tion of the alimentary tract may occur in acute lead- 
poisoning, it is not a feature of chronic lead-poisoning. 
However, it has been described in association with 
cerebral oedema. 

Blood-lead estimations were performed in three cases : 
the level was abnormally high in two, and within nor- 
mal limits in one. Urinary lead estimations were aiso 
done in two cases. 

Present-day manufacturers of nursery equipment in 
this country are fortunately aware of the danger of lead 


- paint to the child. Modern paints seldom contain lead : 


but old paint, with its high lead content, constitutes a 
great danger. In two of our cases old paint appeared 
to be the source of the lead. 

We have described a further case of poisoning due to 
a lead nipple-shield. Mackay and Hunter (1949) have 
strongly condemned the use of lead nipple-shields. 


Summary and Conclusions 


Five cases of lead-poisoning in children are presented. 
Four were associated with pica and one was caused by the 
use of a lead nipple-shield. 

The serious prognosis of the condition is stressed, One of 
our patients died and two appear to be mentally backward. 

The sources of lead in such cases can be broadly divided 
according to the ages of the patients. (1) In infancy: due 
to lead nipple-shields or the use of lead-containing powders, 
etc.; (2) 1-5 years: due to children with pica eating lead 
along with other noxious substances ; most commonly this is 
in the form of lead paint ; and (3) school-children: due to 
accidents similar to those met with in adult life. 

The clinical features of lead-poisoning are discussed. The 
manifestations in childhood differ from those in adults in 
that encephalopathy, with irritability, fits, and coma, is very 
common. Wrist-drop and the lead line on the gums, how- 
ever, are rare. 

The diagnosis is often first suspected from the finding 
of punctate basophilia in a blood film. Although not 
diagnostic, punctate basophilia should lead to further 
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investigations, of which x-ray examination of the long bones 
is the most important. The possible value of E.E.G. 
recordings is discussed. 

Treatment should aim at immobilizing the lead in the 
bones. “ De-leading” should never be attempted in children. 


Lead-poisoning in children could be entirely prevented. 
Lead paint should never be used in places that children can 
reach. Lead nipple-shields should be prohibited. 

The use of dimercaprol in the treatment of lead-poisoning 
is discussed and is thought to be worthy of trial, especially 
in cases of lead encephalopathy. 

Lastly, it is stressed that the diagnosis of pica should 
always bring with it the question, “Is this child liable to 
ingest poisons by its habit of dirt-eating ?” Probably the 
most important of such poisons is lead. 


We gratefully acknowledge the help of Drs. Doyne Bell, R 
Lightwood, D. Paterson, B. E. Schlesinger, and W. G. Wyllie, 
under whom these children were admitted. We would also 
like to thank Dr. Mildred Creak and Miss Durward for the 
psychological reports on Case 1; Dr. W. A. Cobb for the electro- 
encephalograms on Cases 1 and 2; Dr. J. H. Ryffel and 
Dr. D. Graham Harvey for the lead estimations; and Mr. D. 
Martin for the radiographs. Our thanks are also due to Dr. D. 
Hunter for helpful advice and criticism. 
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The Abortion Law Reform Association has just issued a 
leaflet of advice on how to seek termination of pregnancy. 
The patient should consult her general practitioner, putting 
before him the physical and mental grounds for her request. 
The general practitioner, if he considers the case a reason- 
able one, will then take a second opinion ; and, should this 
opinion also be favourable, he will arrange for a competent 
surgeon to perform the operation. The recent judgments 
in the Bourne and the Bergmann—Ferguson cases give legal 
precedents to show that it is legal fom a patient to ask her 
doctor for a termination of pregnancy; it is legal for a 
doctor to consider such a request, and, if he endorses it, 
to take a second opinion ; and it is legal for a surgeon to 
act on such opinions and to operate, if these opinions are 
based on preserving the life or the health of the woman 
and are given in good faith. 


KERATODERMA PALMARIS ET PLAN- 
TARIS CONGENITALIS 


BY 


DUNCAN MACAULAY, M.B., Ch.B., B.Sc., M.R.C.P. 
D.C.H. 
Senior Registrar (Paediatrics), Derby Area No. I 
Hospital Management Committee 


The condition known by the above name (there are 
numerous synonyms) is apparently well known to der- 
matologists, and a considerable number of reported cases 
are on record. In 1933 Michael contended that no 
further cases should be published unless they showed 
features of particular interest. The following case seems 
to be the first instance in the white race in which the 
condition has been traced through seven generations. The 
family tree is also one of the largest on record. 


Case Report 


A male child aged 14 months was admitted to the 
Children’s Hospital, Derby, in January, 1950, with an 
acute respiratory infection. He was the second child of 
parents who were not related. Apart from his skin 


Fie. 2.—Photograph of patient’s feet. 
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Fic. 3.—Photograph of hands of patient’s mother. 


abnormality his previous health had been good, and he made 
a rapid and uneventful recovery from the pulmonary infection. 

The skin lesion, which is shown in Figs. 1 and 2, was 
confined to the palmar surfaces of the hands and the soles 
of the feet. It was sharply limited at the wrists and did not 
affect the’ back of the hands or the dorsum of the feet. 
The anomaly appeared to be a simple hyperkeratosis of 
the skin without any inflammatory element. The whole 
surface of the palms and soles, including the volar surfaces 
of all the fingers and toes, was involved, but the thickening 
was of rather variable extent. At the flexures of the fingers 
and toes and in the creases of the palms the hypertrophied 
skin was cracked and fissured. : F 

The condition had first appeared, when the child was 
5 weeks old, as a yellow line along the borders of the 
palms, and had gradually spread, finally covering the areas 
shown in Figs. 1 and 2. The remainder of the skin of the 
limbs, trunk, and head appeared quite normal. There _was 
no apparent disability, and the infant could grasp objects 
_firmly and appeared reasonably dexterous. When he was 
seen six months later, after he had begun to walk, the 
palms were in much the same condition as 
when he was first seen, but the soles were 
much more severely affected. His general 
health continued to be good and his mental 
development was apparently normal. 

Other Members of the Family.—Seven of 
the eight other affected members of the family 
were seen (one affected grand-uncle was dead). 
In all of them the condition was strikingly 
similar. Their ages varied from 54 months to 


the others to have spent a small fortune on a host of 
remedies without the slightest <effect. 

From time to time large areas of the hypertrophied skin 
would peel off, leaving thinner but not normal skin under- 
neath. The mother of the affected child had met with an 
accident to her left hand, which was caught in a mangle. 
A large part of the skin of the hand was torn away, and 
when, in course of time, the new skin appeared it progressed 
exactly as the old had done. 

There was little disability from the lesion except for 
blunting of the sense of touch. The infant’s mother 
claimed to be able to remove hot plates from the oven 
without feeling any discomfort. All the male members 
affected had earned, or were earning, their living at a variety 
of semi-skilled occupations. It was the universal testimony 
that working with the hands made the skin grow thicker 
and more rapidly, and one of the men had very thick 
plaques on his thenar eminences, which were constantly 
utilized in his work as a packer. One man stated that he 
had purposely refrained from marrying until over the age 
of 60 for fear of transmitting the defect. On the other 
hand, the younger people treated the matter as of no 
moment. 


Family Tree 

The sibships after the third generation are complete as 
shown in the diagram. Three generations were seen by 
me. Testimony of the occurrence of the condition in the 
two generations preceding that was given by the three sur- 
viving members of the third generation. Beyond that the 
history is dependent on a report by the grandfather of the 
infant. The reliability of his testimony is unknown, but 
when his statements could be checked they were found to 
be accurate. He said that his grandmother had told, him 
that her father and grandfather were affected. The condi- 
tion is sucha striking one and the mode of inheritance so 
uniform that it is probable that the statement is true. If 
so, it represents a period of probably two centuries in which 
the condition has been handed down in a direct line. It 
will be noted that the mode of inheritance is direct from 
parent to child. No generations have been skipped, and 
in no case has the condition appeared in the offspring of 
an unaffected person. Of the children of affected parents 
from the fourth generation onwards the proportion of 
affected to unaffected is 13 to 18. It may be presumed 
that the condition is transmitted as a simple dominant. 


Discussion 


The following summary of Olmsted (1927) is an excel- 
lent brief account of the history of the condition. “ First 
described by Krost in 1880 and by Unna in 1883, the 


| 
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72 years, and in each the distribution and the ‘ 
character of the lesions were identical. A “gy 
photograph of the hands of the infant’s 
mother is shown in Fig. 3. 


Features of the Abnormality 
In every case it was reported that the skin 


was normal at birth, and that the defect ———1+— 
became obvious. within the first three months @ 9% 2 
of life, in the manner described above. Once 
it had appeared it persisted throughout life 
and resisted all forms of treatment. One 
of the affected members was reported by 
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hereditary character of this form of keratoderma was 
emphasized by the earliest authors. Vérner recorded 
its existence in four generations of one family, 16 out 
of 40 members being affected. Cases have been reported 
from time to time in Europe, North and South America, 
and Japan. The high incidence of the disease among 
the natives of the small island of Meleda, in the Adriatic 
Sea off the coast of Dalmatia, led early observers in 
this locality to attach to it the name of ‘mal de 
Meleda ’ and to consider it a peculiar form of leprosy. 
It was not until 1898, when the Viennese dermatologist 
Neumann visited the island, that the clinical identity of 
these cases with keratoderma was established. Crocker 
ascribed the apparently endemic character of the disease 
in Meleda to the result of frequent intermarriage in an 
isolated island community.” 

The pathology has been repeatedly described and no 
lesions apart from the hyperkeratosis have been recorded. 
There is a considerable variety of types of the conditicn, 
each of which is honoured with a special name—linearis, 
striata, punctata, diffusa, subungual, etc. However, the 
present case is an instance of the most common type, 
and the basic defect is presumably the same in all types, 
with the manifestations modified by unknown factors 
(Siemens, 1929). Siemens also notes the occasional 
association of the condition with other ectodermal 
defects. 

Cockayne (1933) lists 72 reported families containing 
699 affected persons. In only one instance was inheri- 
tance traced as far as the sixth generation. In 1933 
Michael presented a family tree containing 68 members 
—31 affected and 37 unaffected—extending through six 
generations, and claimed that it was the most extensive 
one reported up to that date. Since then Huei-Lan 
Chung (1937) has recorded two Chinese families in 
whom he traced the condition through five and seven 
generations. His pedigree of the latter family is for- 
midable, and was made possible, he says, only because 
of the Chinese manner of living, in which several genera- 
tions of the family inhabit the same compound. Since 
Huei-Lan Chung’s report I have not been able to dis- 
cover any pedigrees of similar size, and this is apparently 
the second occasion on which inheritance through seven 
generations has been recorded. ; 

The condition is apparently of universal distribution. 
Cockayne states: “The races in which the defect has 
been seen are English, Scottish, white American, Ger- 
man, Norwegian, Swedish, Dutch, Belgian, French, 
Italian, Spanish, Russian, and Japanese.” To these 
must now be added Chinese (the cases mentioned above) 
and Indian (Hai, 1950). 

Michael considers that “there is every reason to 
believe that the mutation which gives rise to the anomaly 
is still appearing in the race.” Since my interest was 
first aroused in the condition I have become aware of 
four other affected families in the Midlands. It seems 
probable that the defect is more common than has been 
realized. 


Summary 


A case of the diffuse form of keratoderma palmaris et 
plantaris congenitalis in an infant is reported. 

The family tree is given, showing direct transmission 
through seven generations. The mode of inheritance and 
the numerical incidence strongly suggest a simple Mendelian 
dominant. 

The condition is world-wide in incidence, and is probably 
commoner than reports would suggest. 


I am indebted to Dr. P. D. C. Kinmont for the original 
diagnosis and for his constant advice. The photographs were 
taken by Mr. Fayers, of the Derbyshire Royal Infirmary, to 
whom my thanks are due. 
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_ FALSE DIAGNOSIS OF PATENCY OF 


FALLOPIAN TUBES 


BY 


MARGARET MOORE WHITE, M.D., F.R.C.S. 
F.R.C.0.G. 

Gynaecologist to the Fertility Department, Royal Free 

Hospital ; Gynaecologist, Hitchin Group of Hospitals 


Among gynaecologists engaged in the study of infer- 
tility it does not seem to be well enough recognized that 
the kymograph does not always depict the true state of 
the Fallopian tubes on pertubal insufflation. A diagnosis 
of patency of the fimbrial lumina may be made when 
such is not the case. Miller (1945) wrote: “ Deception 
may occur as a result of gas bubbling through a hydro- 
salpinx,” but little attention has been paid to the 
phenomenon in this country. At a conference on infer- 
tility in London in 1950, Siegler referred to this possible 
means of falsely diagnosing patency. 

In those cases in which bilateral hydrosalpinx exists, 


pelvic examination would reveal the condition and give’ 


evidence that the kymograph was misleading. When, 
however, there is no fluid exudate the tubes are in a 
flaccid state, although occluded by terminal adhesions, 
and nothing abnormal is palpable on examination. 
Were a salpingogram not taken, occlusion at the 
fimbrial ends of the oviducts would remain undetected. 

There seems to be no certain way of avoiding the 
occasional misdiagnosis of patency in some cases with 
terminal tubal occlusion when there is no distension 
of the tube. The symptom of shoulder-pain follow- 
ing insufflation is not inevitable, as it was experienced 
in some of the cases in which non-patency was con- 
firmed. Moreover, even when normal patency exists, 
sufficient carbon dioxide may not have been introduced 
to cause shoulder-pain to be registered. According to 
Miller (1945), 300 c.cm. of gas must be introduced to 
produce the symptom of shoulder-pain. I find, on the 
contrary, that the registration of shoulder-pain is a vari- 
able factor and may be experienced after the introduc- 
tion of not more than 100 c.cm. of gas. 

In some of these cases of non-patency, bilateral pelvic 
pain has been experienced, but others have felt no dis- 
comfort. Pelvic examination immediately after insuffla- 
tion of those women who have experienced pain has 
revealed a tubal swelling, but by the next occasion the 
patient has presented herself for examination there is 
again nothing abnormal to be felt. 

It would seem conceivable that if enough carbon 
dioxide was introduced on each occasion a stage would 
be reached when the uterus and tubes were filled to 
capacity and pain would occur, but in the one case in 
which the introduction of gas was continued for some 
time it was not so. Presumably enough had not been 
run in. Tubal peristalsis can occur in both directions 
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(Miiller, 1944), but, even so, if a state of maximum 
distension had been reached severe pain would occur 
unless gas were able to escape via the cervix, in which 
case it would easily be heard. 

Since pertubal insufflation is so often performed in 
the out-patient department and the patient is not 
detained, introduction of a large quantity of gas is 
avoided in order to provoke as little discomfort as 
possible. 

At the time of insufflation, in two instances I made a 
comment that the sound heard had a hollow note. 

My attention was first drawn to the condition 
described above in January, 1949, in Case 1. Since 
then I have been able to collect five further cases from 
January, 1949, to January, 1950. 


Case Reports 

Case 1.—Aged 29. Five years’ sterility. Early history of 
tabes mesenterica. In July, 1947, normal tubal patency was 
diagnosed by a colleague. In October, 1948, laparotomy 
was performed by another gynaecologist to correct retro- 
version, and bilateral fimbrial occlusion was found. 
Salpingostomy was performed, but a_ post-operative 
salpingogram again showed fimbrial occlusion. In 
January, 1949, I performed tubal insufflation, and 
patency with peristalsis was obtained at normal pres- 
sure. Shoulder-pain was not experienced. In view of 
the conflicting evidence a salpingogram was taken immedi- 
ately and bilateral oleosalpinx was depicted (Figs. 1 
and 2). After short-wave therapy, on further insufflation in 
June, 1949, the kymograph (Fig. 3) again registered patency 
with peristalsis. Shoulder-pain was experienced. It was 
hoped that in view of this feature patency had occurred, 
but a salpingogram again showed non-patency. Recent 
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Fic. 1.—Case 1. Kymograph reading on January 1, 1949. 


Fic. 2.—Case 1. Salpingogram taken January 1, 1949, showing 
bilateral oleosalpinx. 
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Fic. 3.—Case 1. ymograph reading reading on June 2, 1949. Normal 
first ; later, sound. 
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laparotomy revealed oviducts flabbily dilated at their fimbrial 
ends and occluded. 

Case 2.—Aged 36. Seven years’ sterility. History of 
pleurisy early in 1946 and risk of gonococcal infection, but 
all tests taken at the time of her husband’s infection were 
negative. Tubal insufflation performed at a London hospital 
in 1946 registered normal patency. Insufflation by me in 1947 
registered non-patency. A salpingogram in November, 1947, 
showed no tubal spill and suggested terminal tubal adhesions. 
In March, 1949, insufflation was again performed and a nor- 
mal kymograph obtained. There was no shoulder-pain. In 
June, 1949, after injection of 20 ml. of opaque fluid, dilated 
occluded tubes were shown. _ 

Case 3.—An Indian aged 26, with 10 years’ sterility, gave 
a history of abdominal pain. Pelvic examination normal. 
In February, 1949, a normal kymograph was obtained. In 
April, 1949, a salpingogram showed bilateral distension and 
non-patency of the Fallopian tubes. The patient was subse- 
quently admitted with a painful pelvic swelling, which sub- 
sided after a course of penicillin. Insufflation was again 
performed in January, 1950. A normal kymograph was 
obtained and shoulder-pain experienced. In March, after 
the prophylactic administration of penicillin and sulphon- 
amides, the salpingogram was repeated, using a fluid 
medium. Bilateral distension and non-patency of the 
Fallopian tubes were depicted. On laparotomy in May, 
1950, the terminal portions of both tubes were found 
closed and flabbily dilated. 

Case 4.—Aged 28. One child aged 10 ; a miscarriage one 
year later at the third month ; nine years’ sterility. History 
of occasional left-sided pain. Induration and tenderness of 
the left parametrial tissues felt. After short-wave therapy 
and chemotherapy the kymograph obtained in April, 1949, 


was normal: no shoulder-pain, but pelvic pain felt ; prophy- - 


lactic penicillin given. Insufflation repeated in June, and 
again a normal kymograph was obtained. Pelvic pain was 
experienced, and immediate examination revealed a distended 
left tube. A salpingogram was taken in October, using a 
fluid medium, which showed non-patent distended tubes. In 
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February, 1950, at laparotomy, both tubes were flaccidly 
distended in their outer third and terminally closed. 

Case 5.—Aged 34. Mother of three children. One and 
a half years’ sterility. Four years before her attendance at 
hospital her attempts to procure an abortion resulted in 
injury to the bladder. She was treated in hospital for seven 
months on account of sloughing of the bladder. Drainage 
tubes were inserted in the pelvis. In October, 1948, a 
salpingogram showed cornual occlusion of the right tube 
and fimbrial distension of the left tube with questionable 


Fie. 4.—Kymograph obtained in a case in which the tage 
bilateral terminal occlusion. 


slight spill. She conceived at once, but miscarried at the 
third month. In May, 1949, tubal insufflation was per- 
formed elsewhere and normal patency diagnosed. In 
October, 1949, a salpingogram showed no filling of the 
right tube and terminal occlusion of the left. Two weeks 
later insufflation was repeated, and shoulder-pain was 
experienced. A later radiograph still showed occlusion. 

Case 6—Aged 34. Eight years’ sterility. Drained 
appendix abscess at the age of 15. Tubal insufflation 
was performed in September, 1948, by a colleague and 
normal patency and peristalsis were obtained. Shoulder- 
pain was not commented upon. A salpingogram in June, 
1949, showed bilateral oleosalpinx. On insufflation in 
October, a normal kymograph was obtained. In 
November, with a fluid medium, a salpingogram showed 
terminal distension and occlusion of both tubes. Exami- 
nation immediately after withdrawal of the instrument 
revealed distension of both tubes. In December insuffla- 
tion was again carried out and a normal kymograph was 
obtained. 

Comment 

It will be seen from the foregoing examples that in a 
number of cases with terminal tubal adhesions investi- 
gated only by the method of tubal insufflation it is 
possible to believe the Fallopian tubes to be patent at 
their fimbrial ends when they are actually occluded. 

When a state of hydrosalpinx does not exist there is 
no means of recognizing the condition. A hollow sound 
on insufflation (two cases) and bilateral pelvic pain (two 
cases) are suggestive features, but a diagnosis can be 
made only from the salpingogram. 

My thanks are due to Miss G. Dearnley for permission to 


include in the series those cases seen at the Royal Free Hospital, 
and to the Radiological and Photographic Departments for the 
film. 
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[ADDENDUM.—Since the above report was written four 
further cases have come to light, in which insufflation was 
performed during the year under review. The kymograph 
then appeared normal, and in no case was there evidence 


-of infection following insufflation. Conception having failed 


to occur, a salpingogram has recently been taken in each 
case, and bilateral terminal tubal distension was shown. 
Two cases have been operated upon and the occluded state 
of the tubes confirmed. One case has been insufflated again 
and a norma! kymograph obtained, despite the appearance 
of the tubes (Fig. 4). Introduction of gas at constant 
pressure was maintained throughout nearly an entire revolu- 
tion of the drum. The fluctuations remained within normal 
limits. In this case water was poured into the vagina and 
no regurgitation of gas was heard. 


Medical Memoranda 


Low Spinal Block in a Case of 
Eclampsia 


Case Report 


A woman aged 26, whose first child was due in May, 
1950, showed in her seventh month of pregnancy (March 14) 
a blood pressure of 150/90 mm. Hg, and there was a haze 
of albumin in her urine. A fortnight later the pressure had 
risen to 170/110 mm. Hg, and it was decided to send her 
into hospital. In spite of sedatives and rest in bed her 
blood pressure continued to rise, and on March 31 was 
200/150 mm. Hg, and an Esbach’s test gave a reading of 
2.5% ; in addition she complained of severe frontal head- 
aches. A Drew-Smythe catheter induction was performed 
on that day and a pint of liquor was withdrawn. 

Labour commenced on the morning of April 4, and at 
11.30 p.m., soon after full dilatation, a hand presented at 
the vulva. Before an anaesthetic had been started and 
before any manipulation had been undertaken the patient 
began having almost continuous fits. Immediately 4 gr. 
(16 mg.) morphine and 5 ml. of 25% magnesium sulphate 
were given intramuscularly. 

In previous discussions we had talked about the treat- 
ment of eclampsia with a caudal or low spinal anaesthetic. 
As, however, we lacked the apparatus and the experience 
for a caudal anaesthetic, we decided to give a low spinal 
in this case. Accordingly, the patient was put in a left lateral 
position and the head of the bed slightly raised. Lumbar 
puncture was performed in the fourth interspace and a 
small amount of cerebrospinal fluid, not obviously under 
increased pressure, escaped. No effect was observed from 
this procedure. “Heavy nupercaine” was selected as the 
agent most easily controlled by posture and having the most 
prolonged action. Injection was made slowly, and the 
response was instantaneous. The fits ceased and never 
recurred, the patient’s breathing improved, and the cyanosis 
disappeared. The blood pressure fell to 150/110 mm. Hg. 
At this stage, after only 0.8 ml. nupercaine had been given 
it was decided to limit the injection to that amount, since a 
short period of observation showed the patient’s improve- 
ment to be maintained. 

The uterine contractions were augmented rather than 
diminished after the anaesthetic, so the prolapsed arm was 
gently replaced and the infant extracted by forceps. Re- 
laxation of the perineum and outlet was most satisfactory. 
The child was very slightly shocked, but soon recovered 
without treatment. In spite of the fact that it was one 
month premature it made normal and satisfactory progress. 
Ergometrine 0.5 ml. was given after the extraction of the 
child, and another 0.5 ml. after expulsion of the placenta, 
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and the total blood loss was only slightly in excess of 
normal. Six hours after delivery 5 ml. of 25% magnesium 
sulphate was given intramuscularly. 

The patient was kept in the labour ward until the follow- 
ing day, but by this time she was so improved as to appear 
quite normal, and she had no symptoms whatever. The 
blood pressure was 140/100 mm. Hg, and a catheter speci- 
men of urine which was sent to the laboratory was found 
to have only a trace of albumin. The blood pressure 
continued to fall, and on April 11 when she left hospital 
it was 130/80 mm. Hg and there was no albuminuria. 
Procaine penicillin, 300,000 units, had been given twice a 
day for three days as a precautionary measure. Post-natal 
examinations one week and six weeks after discharge from 
hospital failed to reveal any rise in blood pressure or any 
albuminuria, and the patient was symptom-free. 

Discussion 

The most popular hypothesis put forward to explain 
the causation of eclampsia supposes that pregnancy pro- 
duces an increased production of toxic metabolites which 
exert a vasopressor action on the arterial system. There 
results a rise in blood pressure, and ultimately a condi- 
tion recognized clinically as a hypertensive encephalo- 
pathy. The technique used for the giving of the spinal 
could not in our opinion in itself have produced the great 
fall in blood pressure we observed. The posture of the 
patient and the amount of heavy nupercaine used does 
not seem to have been sufficient to cause a high or even 
a mid-spinal block. It may be that in this case the 
small fall in blood pressure normally produced by inject- 
ing a spinal anaesthetic was sufficient to break the vicious 
circle of rising blood pressure, and that once the fall had 
begun it was continued. Whatever the explanation 
the patient showed marked improvement, and it is left 
for the more experienced and erudite to explain the 
phenomena. 

Having treated a number of eclamptics by the various 
accepted methods we feel that the treatment described 
produced by far the most satisfactory result. 


V. H. Cooper, M.B., Ch.B., D.R.C.0.G. 
P. V. Lanc, M.B., B.Ch., B.A.O., D.A. 


Coal-gas Poisoning in Patient 
Suffering from Pernicious Anaemia 


The following case report seems to be interesting enough 
to merit publication. 


Case Report 


A woman aged 42 was admitted to hospital on September 
21, 1949. She had been married for 17 years, and had one 
boy ; her mother died in a mental hospital (dementia prae- 
cox). The patient was a reserved, meticulous woman, who 
was never seriously ill, but who became increasingly 
depressed about nine months previously. She refused to 
see a doctor, and had made a suicidal attempt with coal 
gas on July 12, 1949. After four days in a general hospital 
she recovered consciousness and was discharged after three 
and a half weeks, no longer depressed, but without any 
initiative, unable to dress herself, very forgetful, dis- 
orientated in time, and sleeping badly. Later, a psychia- 
trist diagnosed “dementia following carbon monoxide 
poisoning,” and recommended admission to hospital. 

On admission she complained of “pins and needles” in 
her legs and trunk, and giddiness. The ankles were oedema- 
tous ; the pulse was about 120, the blood pressure 130/76, 
and there was a soft systolic murmur. Parkinsonism with 
dribbling of saliva and slight lateral reflex differences 
without definite pyramidal signs were present; slight 


impairment of vibration sense was also found. The 
patient was co-operative, not depressed, but very retarded 
and disorientated; her memory was bad. Bacteriological 
and biochemical laboratory tests were negative. A blood 
count showed: Hb, 52% ; R.B.C., 2,400,000 ; W.B.C., 3,250, 
with a normal differential count. A diagnosis of pernicious 
anaemia was not made and liver extract was not given. 

A week later her mental condition had improved, paraes- 
thesiae were slighter, but her general health had deteriorated. 
A blood count showed all the characteristics of severe 
pernicious anaemia: Hb, 38%; R.B.C., 1,250,000; C.L, 
1.5 ; complete achlorhydria. Two days after the starting of 
treatment with “ plexan” a confusional state developed. A 
blood count showed: Hb, 24% ; R.B.C., 1,100,000 ; and more 
early red cells than before. ©n one occasion her tempera- 
ture was 101.4° F. (38.55° C.). A blood transfusion and 
a four-day course of penicillin resulted in striking improve- 
ment physically and complete disappearance of the confu- 
sion. Two weeks later further improvement was interrupted 
by an acute urinary infection (Bact. coli) with very high 
temperatures and another confusional state. The infection | 
was controlled by alkalis and “sulphatriad,” with immediate 
clearing up of the confusion. Since then progress was steady 
and uneventful, and the patient was discharged, practically 
free from signs, on April 27, 1950. She is at home under 
the care of her doctor and does her work satisfactorily. 

The fuller history, obtained some time after the discovery 
of the pernicious anaemia, revealed that the original depres- 
sion was of anaemic origin: early in 1947 the patient felt 
tired and depressed, and she became well after liver-and- 
iron treatment. Later the treatment was abandoned, after 
which occasional vomiting, diarrhoea, and headaches 
occurred, but oedema, paraesthesiae, paranoid ideas, 
hallucinations, and intellectual failure were not present 
before the suicidal attempt. 


Comment 


The following points are of interest. (1) The unusual 
occurrence of carbon monoxide poisoning in a case of 
pernicious anaemia. We have come across only one 
possibly similar case (Shillito ef al., 1936) in the 
literature. Aplastic anaemias consequent upon carbon 
monoxide intoxication, on the other hand, are well 
known (Whitby and Briton, 1946; Leitner, 1949). 
(2) Although the mental symptoms due to pernicious 
anaemia and carbon monoxide can be very similar, in 
this case the anaemia caused fatigue and a depressive 
psychosis, and the carbon monoxide intoxication 
dementia and Parkinsonism (and most likely neuritis 
and myocardial damage). (3) Although the pernicious 
anaemia was increasing in severity for at least two 
months after the suicidal attempt, the depression did 
not recur and the cerebral damage which had replaced 
it began to clear up. Also, despite the cerebral and 
myocardial damage, the two confusional states—one due 
to the pernicious anaemia being at its lowest level, the 
other due to the coli infection—disappeared completely 
when the conditions causing them were controlled. 
(4) Paranoid symptoms are very common in pernicious 
anaemia psychoses. They were not present in this case 
of anaemic depression despite the patient’s schizophrenic 
heredity. 

H. H. FLeEIscHHACKER, M.D. 
C. S. Linpsay, M.B., B.Ch. 
Shenley Hospital, Herts. 
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FIFTY YEARS OF MEDICINE 


Fifty Years of Medicine. A symposium from the 
British Medical Journal. (Pp. 330; illustrated. 15s.) 
London: British Medical Association. 1950. 


This is a reprint of the mid-century celebration number 
of the British Medical Journal, and it makes a surpris- 
ingly attractive book. It deals with almost every aspect 
of medicine and is a quarry of facts for any who may 
have to give popular lectures on medicine or the romance 
of science. The dramatic increase in our ability to pre- 
vent, cure, or relieve disease is well documented, and 
there are several vignettes of medical life at the beginning 
of the century which are so well written as to remind 
us that the art of writing is one in which doctors have 
gone backward rather than forward. Sir Robert 
Hutchison’s pen has lost none of the incisive style which 
impressed his pupils so deeply a generation ago. 

Most of the book can be understood by the intelligent 
layman, but much will come as a surprise to the medical 
profession itself. Who would have thought that the 
crude death rate from accidents attributed to vehicles, 
horses, and road transport has hardly increased in the 
last fifty years despite the advent of the automobile ? 
Or that the female mortality rate between the ages of 
55 and 75 has been halved, while at ages over 75 it has 
been reduced by one-third? It is also instructive, in 
these days when general practice a generation ago is 
seen through a golden haze, to be reminded that the 
average income of a representative sample of doctors in 
1912 was £493 a year. 

More sombre reflections obtrude. What were the 
conditions which gave rise to this unparalleled outburst 
of creative intellectual activity, and are they likely to 
continue in the future? A superficial glance at the 
means by which research is now supported in Russia 
and the U.S.A. does not allow one to give a confident 
answer. And, secondly, there is the sad fact that the 
preservation of life in old age and in the backward 
countries of the world has not been an unmixed bless- 
ing. There are more old people living out their lives 
in sorrow, more people subsisting on too little food, than 
at any time in human history. The rate of social change 
has not kept pace with the speed of scientific advance, 
and latter-day prophets, such as Aldous Huxley and 
George Orwell, have concluded that this will lead to the 
repression of discovery. The conclusion is not inevit- 
able. It is legitimate to hope that the future will be 
inherited by nations which preserve intellectual freedom 
and the capacity for swift modification of social struc- 
ture, and to wish medical research God-speed in the 
years to come. ; 

L. J. Wirrts. 


TEXTBOOK OF PATHOLOGY 

The Principles of Pathology. By R. A. Willis, D.Sc., 

M.D., F.R.C.P. (Pp. 55; 289 illustrations. £2 10s.) 

London: Butterworth and Co. 1950. 
The publication of a textbook of pathology so soon 
after his Pathology of Tumours is weighty evidence of 
Professor Willis’s industry as an author. He claims 
that this volume embraces “ the whole of pathology at 


least as far as a senior medical student can reasonably 
be expected to assimilate it.” It differs from the ordi- 
nary textbook of pathology in no other respect than 
the order in which the information is presented. The 
exposition of general pathological principles is no 
broader than one finds in an average textbook, and in 
some particulars, especially with regard to the contri- 
bution made by modern physiological research to 
general functional pathology, it is not very informa- 
tive. For these reasons the title is quite misleading. 

On the whole the chapters are well balanced ; 40% 
of the contents are on inflammation and infection, and 
28% on tumour formation, but “disorders of haemo- 
poiesis” (2%), “circulatory disturbances” (4%), and 
“endocrine organs” (3.3%) have fared badly. There 
is a very simple account of medical bacteriology which 
was written “without any intent of providing a substi- 
tute for textbooks of bacteriology.” With regard to 
the serological typing of bacteria, the student is advised 
that he need not “venture far into this labyrinthine 
subject.” On this advice he is unlikely to venture at 
all, and he may thereby lose sight of the fact that the 
large majority of serious streptococcal infections in man 
are due to cocci belonging to Lancefield’s Group A. 
As one would expect, the chapters on tumour formation 
are excellent and the illustrations superb. 

Professor Willis makes no effort to disguise his own 
views and writes in a direct, positive, and rather provoca- 
tive style which is remarkably free from ambiguity. To 
maintain this in the more debatable parts of the sub- 
ject he has perforce to cut a considerable number of 
Gordian knots. One of the chief merits of the book is 
the amount of patient explanation expended on simple 
pathological problems which so many authors errone- 
ously consider to be too elementary to need simplifica- 
tion in a textbook. In this respect Professor Willis takes 


nothing for granted. 
G. HADFIELD. 


WAR AND PEACE 


Psychological Factors of Peace and War. Edited by 
T. H. Pear. Published on behalf of the United Nations 
Association. (Pp. 262. 16s.) London: Hutchinson 

and Co. 1950. ‘ 


Some 20 years ago I had occasion to point out that 
not one country in the world spent a sou on research 
into the causes of war, a state of affairs which persisted 
until the middle of the second world war. Now times 
have changed. Psychologists and sociologists are 
tumbling over themselves and each other to occupy 
the new field, and, to use the modern language of 
uplift, “working parties” devoted to tension and 
innumerable other research projects are the order of 
the day. 

This collection of essays is sponsored by the United 
Nations Association and includes a variety of contribu- 
tions, mostly from university centres and laboratories. 
The relations to war and peace of culture patterns (Pear), 
personality attitudes (Kerr), aggressiveness (Eysenck, 
Himmelweit), sex (Cohen), world integration (Flugel), 
international co-operation (Allport), racial character 
(Dicks), and threats and fatal quarrels (Richardson) 
are discussed at some length. Each of the authors 
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applies to his subject his own favoured method of 

psychological or sociological approach, with the 
inevitable result that the experimental surveys of 
Eysenck and of Himmelweit and the statistical re- 
searches of Richardson come most closely to grips 
with the problem. The other more general essays 
throw light on the authors’ methods of approach rather 
than on the problems of war and peace. 

Although on the whole a disappointing book, it should 
be read by research workers and laymen alike. To the 
latter it will give some insight into the range of the 
problems, while to the former it. indicates the necessity 
of attacking focal points in research. The day of specu- 
lative generalization about war and peace is now over. 
Future researches must concentrate more closely than 
now on the flaws existing in the mental apparatus of 
the individual and in the structure of groups which, 
acting in combination, loose the dogs of war. 


EDWARD GLOVER. 


TOXAEMIAS OF PREGNANCY 


Toxaemias of Pregnancy. Human and Veterinary. A 
Ciba Foundation Symposium. [Edited by John 
Hammond, M.A., D.Sc., F.R.S., F. J. Browne, M.D., 
D.Sc., F.R.C.S., F.R.C.0.G., and G. E. W. Wolsten- 
holme, O.B.E., M.B. (Pp. 277; 93 illustrations. £1 1s.) 
London: J. and A. Churchill, Ltd. 1950. 


Let into the fagade of the Chicago Lying-In Hospital 
is a stone, at present plain, destined to carry the name 
of the discoverer of the cause of eclampsia. Judging 
by the number of research workers of all kinds engaged 
in the quest, and by their different approaches, and 
bearing in mind that progress towards a solution 
appears to be coming piecemeal, I suspect that many 
stones, if not many buildings, will one day be neces- 
sary if credit for the discovery is to be properly appor- 
tioned. Some of those engaged in this research, both 
in Europe and in the U.S.A., gathered together in 
London for three days in January, 1950, to hear from 
each other the results of their latest work on the physio- 
logical, pathological, dietetic, endocrinological, clinical, 
experimental, and veterinary aspects of toxaemia of 
late pregnancy. The 29 communications presented at 
the conference, including summaries of the proceed- 
ings by Dr. John Hammond, Professor G. W. Pickering, 
and Professor F. J. Browne, are here gathered into 
one attractively produced and reasonably priced volume. 
Each contributor is concerned to present facts and 
detailed observations rather than theories. Never before 
has this so called “ disease of theories ” been so assidu- 
ously attacked in this manner and never before has it 
been made to appear so vulnerable. 

If he had any doubts before, the reader of this book 
cannot fail to close it fully convinced that the cause 
of eclampsia is unknown. Yet no one interested in 
the subject can afford to miss readimg these papers, for 
they present a concise and easily read account of recent 
research work of the highest order. They indicate not 
only the limitations of knowledge but also some of 
the definite, if indirect, advances made and the avenues 
which promise further and substantial advances in the 
future. Here can be seen already some of the pieces 
of the jig-saw puzzle which, with others added, will one 
day be fitted together to make a complete picture by 
the “discoverer” of the cause of eclampsia. 


T. A. JEFFCOATE. 
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JOINT MEETING IN SOUTH AFRICA 
CANCELLED 


Last week the Council of the B.M.A. decided with 
much regret that it would not be able to take part this 
year in the proposed joint meeting in Johannesburg 
of the B.M.A. and the Medical Association of South 
Africa. At the annual meeting at Southport and 
Liverpool last year the Council discussed the prob- 
lem at length at two sessions, at one of which it had 
the great advantage of hearing the views of Dr. Oren- 
stein. There was only one matter, and that a very 
important one, which might prove to be an obstacle 
to the proposed joint meeting—namely, the infliction 
of any indignity because of race on any member of the 
B.M.A. entering South Africa with a view to taking 
part in the meeting. The Council fully appreciated 
the fact that the Medical Association of South Africa 
imposed no colour bar within its own country and was 
anxious to do all it could to give hospitality to any non- 
European member of the B.M.A. who might wish to 
attend the meeting in Johannesburg. Nevertheless it 
had well considered what the rest of the world is aware 
of, that the South African Government has recently be- 
come more stringent in its attitude to non-Europeans. 
It is important, perhaps, to recognize that the term 
“ non-European ” includes others besides those of the 
negro race. During its discussions the Council also 
had more detailed information than it had before of 
the kind of restrictions that might be imposed upon 
such medical men if they were allowed to enter 
South Africa. They would, for example, have to con- 
form to certain regulations about travel, not only by 
train in South Africa but also in the municipal trans- 
port of Johannesburg. Then, too, there would have 
been the difficulty of attendance at Government or 
municipal receptions customary at annual meetings 
of the B.M.A. While it was clear, therefore, that the 
Medical Association of South Africa itself would do 
everything possible to smooth away difficulties and to 
make non-European doctors welcome and at home, 
there remained this awkward problem of the policy 
of the South African Government. 

It was clear that the B.M.A., as a medical organi- 
zation, could not, and would not wish to, attempt to 
interfere with or even to criticize the policy of the 
South African Government. Its principal object and 


duty was to ensure that so far as possible all members 
of the B.M.A. should have an equal right to partici- 
pate freely in all those events, scientific and social, 
which are an integral part of an annual meeting. 
Because of its doubts that this might be possible it 
made a recommendation to the Representative Body’ 
that the B.M.A. should “ withdraw its acceptance of 
the invitation to meet jointly with the Medical Asso- 
ciation of South Africa in Johannesburg in 1951.” 
But the Representative Body, after a long debate, 
during which it had the advantage of listening to 
Dr. Orenstein, decided by a large majority to reject 
the Council’s recommendation. Since then arrange- 
ments have been made in conjunction with our col- 
leagues in South Africa to hold the joint meeting, 
and agreement was reached on a number of matters, 
such as, for example, the choice of officers for the 
scientific sections. These arrangements proceeded 
smoothly, and the only disappointing element was the 
small number of medical men and women from this 
country able to find it possible to go to Johannesburg 
this July—not the least important factor being the 
cost of such a trip in these days of financial short- 
comings. The arrangements were, of course, conducted 
on the assumption that non-European members of 
the B.M.A. would be able to attend the meeting. But 
a reported statement of a member of the South Afri- 
can Government raised doubts whether this would, in 
fact, be possible. The B.M.A., therefore, considered 
it essential to secure official assurance that there 
would be no let or hindrance to any member of the 
B.M.A. who wanted to be present at this year’s meet- 
ing. It has not been possible to obtain this official 
assurance from the South African Government. The 
B.M.A. had no other alternative but to inform the 
Medical Association of South Africa with much regret 
that it could not take part in the proposed joint meet- 
ing. It is, however, hoped that any medical man or 
woman who may be going to South Africa will, as 
an individual, attend the meeting in Johannesburg, 
and the B.M.A. itself has expressed the hope that 
Dr. A. W. S. Sichel will find it possible, as President- 
elect for next year, to be present at the Representative 
Meeting to be held in London in June. 

It is not for a medical journal to comment on the 
policy of one of the Governments of the Common- 
wealth, but, at a time when principle is too often sacri- 
ficed to expediency in the name of that debased word 
“realism,” members of the B.M.A., who belong to 
many races and creeds, will applaud the decision the 
B.M.A. has taken. Medicine can take no account of 
frontiers or race or caste or religion. Through its 
branches and affiliated organizations in the Common- 
wealth the British Medical Association is an inter- 

1 British Medical Journal Supplement, 1950, 2, 58. 
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national as well as a national body. This being so, 
and apart from the traditions of medicine itself, it 
cannot countenance discrimination against doctors 
because they happen to hold certain beliefs or belong 
to certain races or nations. The only discrimination 
which would be justifiable would be on the grounds 
that any medical man or group of medical men had 
departed from the rules of professional conduct sum- 
marized in the Hippocratic code. One of the first acts 
of the World Medical Association, established on the 
initiative of the B.M.A., was to reformulate this code 
in relation to contemporary conditions. A passage 
of the code reads as follows: 
My colleagues will be my brothers ; 
I will not permit considerations of religion, nation- 
ality, race, party politics, or social standing to inter- 
vene between my duty and my patient.” 


The Medical Association of South Africa is a con- 
stituent member of the W.M.A. and therefore pre- 
sumably adheres to this code. This needs to be 
stressed, because we may be sure that they regret 
as much as we do, not only the inability to hold the 
joint meeting, but the circumstances which make it 
impossible. 


INQUIRIES INTO GENERAL PRACTICE 


As was announced in this Journal last month’ the Cen- 
tral Health Services Council has appointed a committee 
to study general practice under the National Health 
Service. The chairman of the committee is Sir Henry 
Cohen, and among its general-practitioner members 
are the chairman of the B.M.A. Council, the chairman 
of the Representative Body, Dr. H. Guy Dain, and 
the chairman of the B.M.A. General Practice Review 
Committee. Last week the Council at its adjourned 
meeting, a report of which appears in this week’s 
Supplement, sought for further information on this 
committee, and it became obvious that some disquiet 
is felt about it, partly because of the way in which 
the committee has been set up and partly because of 
its terms of reference, which among other things in- 
cludes “ method of remuneration.” There are, in fact, 
a number of bodies concerning themselves with the 
conditions and terms of service of general practice in 
the N.H.S. That something seriously is wrong with 
these is shown by the fact that about 9,500 dentists 
are costing the country about £46.6m. a year, while 
about 19,000 general practitioners are costing the 
country about £45.8m. a year. Something is seriously 
wrong when we see the country paying £35.3m. a 
year for drugs and about £24.1m. for eye services. 
These three services—for teeth, for eyes, for drugs 
—cost the country nearly half what the entire 


1 British Medical Journal, January 13, 1951, p. 81. 


hospital service costs. This is not an indirect plea 
for increased remuneration for general practitioners, 
necessary though this is. It is a question of distri- 
buting the money so that it is spent on what must be 
the three main objects of a health service: the care 
of the sick, the prevention of disease, and the main- 
tenance of health. aon 

The general practitioner, as the family doctor, is 
the focal point of these three main streams of medical 
activity. The person with heart disease or cancer 
comes to him in the first instance for diagnosis, and’ 
thereafter further investigation and treatment may lie 
in the hands of the specialist and the hospital. The 
general practitioner is the first person to see the case 
of food-poisoning and of the infectious diseases, and 
it is upon his diagnosis of these that the preventive 
activities of the Health Service depend. And it is 
largely upon the advice of the general practitioner 
that the family relies for advice on health. The 
main problem in medicine to-day is to ensure that 
the general practitioner-is doing this essential work 
in the best possible conditions. A short time ago a 
minor Official suggested that a general practitioner 
should not give a certificate for additional fuel until 
he had inspected the applicant’s coal cellar. This 
is the kind of thing that makes overworked general 
practitioners groan at the folly of the new Bumble- 
dom. Whatever else the N.H.S. has done, it has at 
least brought into sharp focus the work and function 
of the general practitioner. The B.M.A. has recently 
set up its General Practice Review Committee. The 
Medical Research Council, the Nuffield Foundation, 
the Registrar-General’s Office, and now the Cen- 
tral Health Services Council are each probing the 
problem from different standpoints. And the Medical 
Practitioners’ Union has just issued “an independent 
statistician’s report ” upon a questionary sent to prac- 
titioners on its recent proposals for remuneration. 
On the basis of a 13% poll (in actual figures, 114 


practitioners) the independent statistician of the 


Medical Practitioners’ Union comes to the incred- 
ible conclusion “ that about 70% of all general prac- 
titioners who were principals favour the Medical 
Practitioners’ Union’s scheme.” One does not have 
to be a statistician to see how groundless such an 
assumption is. 

How will the general practitioner emerge from this 
medley of inquiries and committees ? Who will co- 
ordinate the results of these various investigations ? 
And, it is pertinent to ask, where does the B.M.A.— 
in particular, the General Medical Services Committee 
—come into the scheme of things ? There is a very 
great danger that these various investigations made 
by different organizations and committees‘will result 
in a confused picture in which the main object—the 
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general practitioner and his work—will be left out. 
It is probably some such ideas as these which have 
led to disquiet among general practitioners about the 
purpose and function of the General Practices Com- 
mittee of the Central Health Services Council. The 
way in which this committee was formed was de- 
scribed by Dr. Dain (see this week’s Supplement), 
and in what appears to be perfectly normal pro- 
cedure there would not seem to be any reason for 
suspecting some dark Machiavellian motive. It should 
be recalled that in the earlier discussions on a com- 
prehensive medical service the B.M.A. advocated the 
policy of central consultative bodies for all aspects 
of the service. It must be as much the concern of the 
Minister as it is of the medical profession that these 
central bodies, and their various committces, should 
command the confidence of those medical men and 
women who are doing the work in the surgery, in the 
hospital, and in the public health department. This 
confidence can be engendered only if the medical pro- 
fession is satisfied that their representatives who sit on 
these councils and committees get there by accepted 
democratic methods. The Central Health Services 
Council, ‘it may be recalled, is appointed by the 
Minister, who shall, according to the Ist Schedule 
of the National Health Service Act, “consult with 

such organizations as he may recognize as represen- 

tative... .” It should be added that the Central 

Health Services Council and its various committees 
appoint their own chairmen: they are not appointed 

by the Minister. The appointment of the General 

Practices Committee, because of the width and impor- 

tance of its terms of reference, has sharpened interest 

in the method by which professional representatives 
are chosen by the Central Health Services Council. 

Once such a body is established and sets up numerous 
committees to deal with this, that, and the other aspect 
of the health services there is the not unjustifiable 
suspicion that membership of them will be confined 
to a closed circus of trained performers. 

While it may be agreed that the members have been 
chosen according to appropriate and customary pro- 
cedure, the profession has the right to ask whether 
this procedure is necessarily the right one for obtain- 
ing the best results and, more important, for securing 
the confidence of general practitioners. Though it is 
perfectly true that the Minister has the constitutional 
right to choose his own advisers—and the profession 
would be in error if it tried to dictate to him who 
they should be—there would, to put it at its lowest, 
be no harm in consulting the B.M.A. as the represen- 
tative organization of the profession about the mem- 
bership of such an important committee as the one 
recently set up. Surely the late Minister would have 
disarmed criticism at once if he had asked the General 


Medical Services Committee to nominate one or more 
members ; and it is anomalous to find as one of 22 
members of the committee to consider general prac- 
tice the secretary of an organization which repre- 
sents 4,000 practitioners and not the Secretary of the 
B.M.A. And, too, it is curious to find that on this 
committee of 22 there is one member who, so far as 
we know, is neither a general practitioner nor a con- 
sultant, but a medical member of the Labour Party. 
This is not a question of personalities but a matter of 
principle. 

Although we may be assured that under its chair- 
man this committee will approach its task in an objec- 
tive fashion, it should not be too late to strengthen 
the committee by adding one or two persons who, 
in addition to other general practitioners on it, com- 
mand the respect of general practitioners as a whole. 
If the committee is to receive the evidence from the 
numerous bodies tow investigating general practice 
and, on the basis of this, to formulate proposals for 
the consideration of the Central Health Services 
Council, it would seem unlikely that its findings would 
be reached until two or three years at the earliest, 
because it will be only by then that the observations 
of some of these bodies will be completed. 


PINK DISEASE 


To an already lengthy list of possible causes of what 
Swift, of Adelaide, originally called erythroedema, now 
more conveniently termed pink disease, colleagues in 
the same city have recently added hypofunction of the 
adrenal cortex, claiming rapid amelioration by giving 
salt and, in severe cases, deoxycortone acetate. Some- 
what sensational accounts of this discovery in the lay 
press had perhaps a faintly discrediting effect, and it 
was therefore with some anticipation of getting the 
facts straight from one of the protagonists that the 
audience at the Ciba Foundation last December 
listened to Sir Stanton Hicks give the lecture which 
is printed in the opening pages of this issue. The 
story is quite fascinating. Dr. Donald Cheek, look- 
ing for some obscure mineral deficiency as an 
explanation for pink disease, found instead, with 
the assistance of a’ soil spectroscopist, subnorma] 
plasma sodium in children with pink disease, with- 
out, at the time, appreciating the significance of this. 
Next, turning his attention to a possible overactivity 
of the adrenal medulla, Cheek consulted his physio- 
logical colleagues and then postulated a theory of 
underactivity of the adrenal cortex. All this para- 
doxical sort of approach would serve to colour the 
story only if the final result were more convincing. 
One speaker at the meeting, moving a vote of thanks 
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to Sir Stanton Hicks, stated that so far lowered sodium 
had not been found constantly in infants with pink 
disease in London, nor had treatment with salt pone 
effective. 

Sir Stanton Hicks’s description of the maturation 
of suprarenal function in the newborn and young 
infant is of great academic interest but scarcely 
relevant to the fundamental problem of pink disease, 
especially since his Table I, headed, like the lecture, 
“Some Typical Data from Cases of Pink Disease,” 


gives results in eight children all between 2 and 5 _— 


years of age—well away from the newborn period 
and, incidentally, considerably older than the average 
age of sufferers from what is called pink disease in 
Great Britain. The theory of adrenal cortical insuffi- 
ciency scarcely explains the unusually restricted age 
incidence, the almost epidemic nature of the disease 
at times and places, the great variation in its incidence 
in the experience of paediatricians in different parts 
of the world, or indeed, at perhaps the most elemen- 
tary level, the curiously limited pinkness which gave 
the disease its name. It may of course be possible to 
explain other theories of aetiology by attributing the 
action of, for example, mercury poisoning, virus infec- 
tion, or some vitamin or other deficiency to a final 
effect through the suprarenal cortex. The lecturer 
states boldiy that “all the symptoms and signs can 
be explained in terms of the recognized results of loss 
of sodium with accompanying dehydration,” but the 
clinical picture of pink disease is not the same as in 
dehydration after, for example, gastro-enteritis, even 
when chemical examination of the blood suggests a 
lowering of the sodium in a particular infant. 

One possible conclusion to be drawn from the latest 
Adelaide theory is that what is termed pink disease 
in that city is something different from what is thus 
recognized elsewhere. Climatic and even soil condi- 
tions may determine a disturbance not exactly copied 
in other parts of the world. Perhaps the methods 
used by a soil spectroscopist reveal results not 
obtained by other forms of blood analysis. At all 
events readers can judge for themselves with the full 
text of the lecture available whether or not Sir Stanton 
Hicks has made out a convincing case. In one respect 
he has raised an issue about which some comment is 
necessary. The suggestion that “fractional cortical 
insufficiency” is the cause of vague ill-health— 
“cryptic manifestations of the pink disease syn- 
drome” (in children aged 2 to 7 years)—failure to 
thrive, recurrent catarrh, the nervous child, and so 
forth—must not be accepted at this stage. The whole 
terminology is almost an exact repetition of the 
“acidosis” theory of vague ill-health in childhood, 
and such children, the cause of whose troubles, it is 
more and more recognized, is largely psychological, 


will perhaps now be dosed with salt instead of glucose. 
Such an approach is hardly scientific and will not 
advance paediatrics. It is in any case largely irrele- 
vant to the subject of pink disease, which is, so to 
say, where the Adelaide workers came in. Every- 
one will agree with Sir Stanton Hicks in his conclu- 
sions about the importance of biochemistry to medi- 
cine to-day, but much clinical experience is necessary 
to interpret wisely the results of laboratory findings 
and to translate them into therapeutics. 


SPRING CLEAN IN THE KITCHEN 


Continued uneasiness about the standards of cleanli- 
ness in kitchens and work-places where food is pre- 
pared is reflected in the recent Parliamentary debate 
(reported at page 360) and in the reports’? of two 
working parties set up by the Minister of Food during 
the last two years. The field of inquiry covered by 
the catering trade working party, under the chairman- 
ship of Sir William Savage, included all types of 
catering establishments from hotels to coffee-stalls. In 
its report this working party recommends two codes 
of practice—a “standard” code and a “target” 
code. The former contains the essential rules of 
hygiene for all restaurants, canteens, cafés, and those 
who work in them. It is of interest that three of 
the medical members of the working party thought 
that some of the recommended methods of preventing 
the infection of food by food handlers went beyond 
what is practicable. Under this section, for instance, 
a proprietor “ should take reasonable steps to become 
aware of the existence among his staff of any of 
the conditions specified . . . or of any other illness.” 
The target code, as its name implies, presents a 
long-term policy, with the emphasis on structural 
requirements and equipment. 

The working party recommends that all catering 
establishments should be required to register with the 
appropriate local authority. The trade representa- 
tives accepted with some reluctance the idea that 
registration should be advocated as part of the admini- 
strative machinery to improve hygienic conditions in 
catering, and thought that if registration was necessary 
it should be “ as of right ”—i.e., that a caterer should 
merely notify a local authority that he intended to 
provide meals or food. The majority of the mem- 
bers, however, held the view that the premises should 
be inspected before registration is granted, in order 
to ensure that the public is property protected. Right 
of appeal against a local authority’s refusal to register 


ygiene Establishments, 1951, H.M.S.O., London. 
the” Manifacured Meat Products Working Party, 1950, 
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a particular business could be granted by the method 
which, under Section 14 of the Food and Drugs Act, 
1938, now applies to the registration of premises 
where ice-cream and some other specified foods are 
manufactured. 

Medical officers of health will welcome the recom- 
mendation of the working party that Section 13 (1) 
of the Food and Drugs Act should be amended so 
as to contain a clear definition of “ suitable washing- 
basins ” and “a sufficient supply of clean water, both 
hot and cold.” Until some such clarification has been 
made arguments will continue about whether the hot 
water supplied by an electric kettle or by the use of 
a primus stove can be considered “ sufficient” for 
premises proposed to be registered for the sale of 
ice-cream. When the new model by-laws* of the 
Ministry of Food were being drafted two years 
ago a number of important suggestions were care- 
fully “considered in the light of technical or legal 
advice before being rejected.”* Many of these re- 
jected suggestions are now included in the target code. 
Among them are the following: separate sinks for 
cleansing foodstuffs, for washing-up, and for washing 
hands ; separate towels for each employee ; prohibi- 
tion of smoking while food is being handled ; exclu- 
sion of dogs and cats from kitchens and larders ; 
and certain structural requirements, such as the sur- 
facing of walls and ceilings. Since it was found im- 
practicable to include these in the model by-laws it is 
obviously going to be difficult to carry out the recom- 
mendations of the catering trade working party until 
education of food handlers, and of the public as a 
whole, has progressed to a far higher standard than 
obtains at present. As we have often pointed out in 
these columns and as Lord Winterton said in the 
House, “public opinion has not been sufficiently 
aroused upon the matter . . . and also knowledge 
is not sufficiently diffused.” A good example of a 
highly undesirable and dangerous practice was men- 
tioned in the report of the manufactured meat pro- 
ducts working party, which found it necessary to 
recommend that the method of using the thumb to 
make a hole in pie-lids through which to inject jelly 
should be prohibited by regulation. In his recently 
published annual report for 1949 the medical officer 
of health for Hackney has shown how even magistrates, 
when considering applications for the registration of 
premises for the sale of ice-cream, will in all probability 
consider only the possibility of gross contamination and 
ignore the danger of invisible bacterial contamination. 

In his speech which wound up the recent debate in 
Parliament Mr. Frederick Willey, the Parliamentary 
Secretary to the Ministry of Food, made it clear that 
the Government would find it difficult to enforce codes 
of practice—including perhaps medical inspection and 


notification of illness among food handlers—in the 
catering industry. Several of the speakers in the 
debate referred to research which has been under- 
taken with the object of improving methods of wash- 
ing-up—a subject we recently discussed in a leading 
article’-—and Mr. Willey seemed to favour the recom- 
mendation of the catering trade working party that a 
standing committee should be set up to give advice 
on this “vital industrial operation,” about which 
nearly every citizen considers he can speak with 
the voice of experience. The Parliamentary Secre- 
tary, like most of those who have considered the 
important public health problem of dirty food, agreed 
that it was by education that we should overcome 
“something which is recognized as unpleasant and 
largely avoidable.” 


SULPHONAMIDE TREATMENT OF TONSILLITIS 


The emphatic assertion in an article in this Journal by 
Dr. T. Anderson! that the efficacy of sulphonamides in 
acute throat infections has never been convincingly 
demonstrated produced a spate of letters contesting this 
view. In the experience of the writers sulphonamides 
were effective for this purpose, and they rightly pointed 
out that these drugs are cheap and easily administered, 
whereas the penicillin regimes advocated in the original 
article were neither. Dr. Anderson and five Glasgow 
colleagues have since then set about determining the 
truth of this matter by a properly controlled trial, and 
we print their account of it on p. 326. The study 
embraces 100 cases of acute sore throat occurring in the 
general practices of three of the authors, and treatment 
was domiciliary. The cultivation of swabs gave a pre- 
dominant growth of haemolytic streptococci in only 32 
patients and moderate numbers of colonies in 14 : in the 
remainder the aetiology was not determined. From these 
facts, and the analysis of symptoms—from which it 
appears that headache, anorexia, vomiting, sweating, and 
chills or rigors were commoner in patients infected by 
haemolytic streptococci—it seems that at least two 
different infections were concerned, the nature of the 
second being unknown. This is clearly an aspect of the 
whole subject which demands further investigation. 
Acute sore throat is one of the commonest ailments, and 
if half the patients suffering from it are being attacked 
by a micro-organism which has hitherto escaped identi- 
fication this is probably the widest field in the whole 
domain of microbic infection which remains to be 
successfully explored. The results of the trial can be 
stated shortly. As judged by the duration of fever, pain, 
and oedema of the throat there was no significant differ- 
ence between the three treatment groups. Chance and 
the distribution method used in the earlier part of the 
trial led to an unduly large number falling into the con- 
trol group receiving lactose tablets, and it was a ques- 
tionable choice to make a third group out of patients 
given sulphanilamide, which is considerably less active 
than the more modern sulphonamides. Fortunately 15 
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of the 23 patients given “sulphatriad” (a preparation 
containing sulphathiazole, sulphadiazine, and sulpha- 
merazine) had streptococcal infections, and the evidence 
that sulphonamide treatment is without effect on this 
specific infection must be considered to rest mainly on 
these cases. 

A similar study is described on p. 323 by Group 
Captain T. C. Macdonald and Flight-Lieutenant I. H. 
Watson, with the difference that their patients were men 
in the Royal Air Force, and thus more uniform in age 
and physical fitness, and treated under supervision in 
sick quarters. These 82 men were divided into two 
equal groups, each receiving either lactose or sulphatriad. 
The drug dosage was fully adequate, 10 g. being given 
in the first 24 hours and 5 g. in each of three succeeding 
days (Anderson and his colleagues do not state the 
dosage prescribed in their cases, or discuss the possibility 
that under home conditions their instructions may not 
always have been fully carried out). As in the other 
series, approximately half the patients had haemolytic 
streptococci in their throats and the cause in the 
remainder was undetermined. Assessment of thera- 
peutic results by the duration of particular features of 
the disease—those employed here being fever, oedema, 
exudate, adenitis, and pain—again showed no signi- 
ficant difference between the two groups. There was 
nevertheless a decided difference in favour of the treated 
group as judged by the “doctor’s assessment of the 
rapidity of cure,” and he “was able to detect which 
tablets were sulphatriad and which lactose by the better 
effect of the former on the appearance of the patient.” 
Chis is an obscure but interesting observation : is it not 
possible to define the features in the patient’s appearance 
on which it depends ? 

The results of these trials, and of similar ones 
described some years ago by Lawrence? and by Rhoads 
and Afremow,’ agree in failing to provide evidence that 
sulphonamides accelerate recovery from an acute sore 
throat. On the other hand, they do not decide whether 
this treatment is effective in preventing such complica- 
tions of a streptococcal tonsillitis as otitis media or sub- 
sequent rheumatic fever: only one case of the former 
occurred in all the 182 patients considered in these two 
papers, and rheumatic fever is mentioned in neither of 
them. In a sense it is more important to protect a 
patient against these consequences than to accelerate 
recovery from an illness which is normally of very brief 
duration. It is of course fruitless to discuss the appro- 
priate treatment for cases in which no haemolytic 
streptococci are found : in our ignorance of their nature 
it is not even certain that they form a single aetiological 
group. As to cases of known streptococcal aetiology, 
it is pertinent to inquire why drugs which are usually 
fully effective against the same organism elsewhere in 
the body should apparently fail to subdue it in the tonsil 
or the pharyngeal mucosa. Is it that recovery from 
these infections is normally so rapid that a true under- 
' fying therapeutic effect canuot materially accelerate it ? 
In tonsillitis, is it that the streptococci are multiplying 
chiefly in crypts where the drug cannot reach them or, 

2 The Sulphonamliee in Theory and Practice, 1946, London. 
2 J. Amer. med. Ass., 1940, 114, 942. 


owing to the nature of the medium, cannot act on them ? 
In future studies it might be worth while to note how 
many patients have hypertrophied tonsils in which such 
unfavourable conditions may exist. Whatever the 
explanation, we must accept the fact that the immediate — 
effect of sulphonamides on streptococcal throat infec- 
tions has sometimes been overrated. We have certainly 
travelled a long way since the late ‘thirties. The 
sulphonamides were then being hailed as the greatest 
therapeutic discovery of all time ; now they are dismissed 
as not only relatively useless but “ undoubtedly toxic ™ 
and “in certain conditions even dangerous.” 


- 


THE MEAT SHORTAGE 


With our meat ration at a new low record, it was a 
fortunate coincidence that the Nutrition Society should 
have chosen “ The comparative merits of animal and 
vegetable foods in nutrition” as the subject for its most 
recent discussion.! If many of us are to go hungry, 
or more probably to lose our appetites for dull and 
unattractive meals, we may at least have the benefit of | 
expert advice on the nutritional risks which we incur, 
and how best to avoid them. 

The proteins of meat are of high biological value, 
which implies that they can be used with very little loss 
for conversion into the proteins needed by the human 
body for growth or repair. The proteins of fish, poultry, 
eggs, milk, and cheese are no less valuable for this pur- 
pose. Poultry and fish, however, are unavailable to 
many on account of their scarcity and expense. Milk 
and cheese, although fairly cheap and plentiful, are on 
the whole a poor basis for savoury dishes. Butcher’s 
meat is missed, therefore, not only as a source of protein, 
but for its reasonably priced and highly flavoured extrac- 
tives. A slice of meat or a spoonful of stew greatly 
encourages the consumption of substantial amounts of 
potatoes, green vegetables, or pie-crust. There is ample 
proof, of course, that robust health may readily be 
supported by vegetarian diets which include milk. 

Dr. S. G. Willimott has pointed out that the 36-44 g. 
of animal protein per head which was consumed daily in 
Britain during the period 1939-49 seems luxurious when 
compared with the 5 g. which during the war had to 
suffice Japanese civilians and European prisoners-of-war 
in their internment camps. Dr. R. F. A. Dean, working 
in Germany with Professor McCance and Miss 
Widdowson, found that orphan children grew remark- 
ably well when given most of their protein in the form 
of bread and vegetables. Finally, Dr. S. K. Kon 
experienced no ill effects after- restriction to a diet of 
potatoes and butter for several months. 

These reasons for optimism, however, must not divert 
attention from the darker side of the picture. Not all 
the members of internment camps survived to tell of 
their privations. Africans who rely too much upon 
vegetable proteins may develop kwashiorkor, a disease 
closely studied by Drs. Cecily Williams, H. C. Trowell, 
Lucy Wills, and others. The most prominent features 


1 British Medical Journal, 1951, 1, 241. The annotation does not exactly 
adhere to the topics covered at the Conference. 
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of this malady, which affects both children and adults 
and is often fatal, are enlargement of the liver and 
anaemia, with a characteristic fading of the skin and hair 
as an external sign. Much the same condition has been 
observed in the West Indies by Waterlow and in the 
Balkans by Czerny. Such plain evidence of the injuries 
caused by extreme deficiency of animal protein must 
raise suspicions that less spectacular ill effects might well 
occur in partial deficiency. 

In combating the meat shortage it may be useful to 
remember that when two proteins defective in one or 
more amino-acids are consumed one often compensates 
for the deficiencies of the other. A mixed vegetable diet 
is therefore less objectionable than a diet in which 
one vegetable foodstuff greatly predominates. A few 
vegetable proteins, moreover, have biological values 
approaching those of the animal proteins. Soya bean 
protein deserves special mention in this connexion, and 
potato protein is also valuable. Since animal proteins 
owe part of the nutritive value to the associated vitamin 
B,., alternative sources of this factor, such as the by- 
products of the antibiotics industry, are possibly worth 
further development. Vitamin E comes into the picture 
by reason of its well-established power to prevent liver 
injuries in experimental protein deficiency ; it is com- 
forting that the high extraction rate of the national flour 
probably ensures us a reasonably good intake of this 
substance. In flavouring food we might pay more 
attention to the intricacies of Chinese cookery, which 
appears to conjure savoury flavours from the soya bean 
and to be able to imitate chicken soup with a basis of 
wheat gluten. The real solution of the problem, how- 
ever, obviously lies in political spheres. As Dr. D. A. 
Boyd has pointed out, the prices which we have been 
paying for beef and mutton abroad have been only 
about half those which we have paid to our home 
farmers. At present, therefore, we seem to be paying an 
insurance premium to maintain a prosperous agricul- 
tural community at home by greatly limiting supplies 
from abroad. 


LEAD-POISONING IN CHILDREN 
The possibility of lead-poisoning should always be borne 
in mind when obscure cerebral and abdominal symptoms 
are met with in young children: it is a condition which 
receives inadequate attention in most textbooks of medi- 
cine. Inquiries should be directed for evidence of per- 


version of appetite. Fortunately the commonest cause - 


of the condition in infants—namely, the use of lead 
nipple shields—has been reduced by the active dis- 


couragement of the sale of these dangerous appliances.' - 


Elsewhere in this issue Drs. N. F. E. Burrows, J. Rendle- 
Short, and D. Hanna describe five cases of lead-poisoning 
(including one fatality) in small children. They empha- 
size again that in addition to the abdominal symptoms 
and signs of lead-poisoning that are seen in both adults 
and children the latter often have acute cerebral dis- 
turbances. In adults lead encephalopathy is confined 
to cases of poisoning by the organic lead compounds, 
such as tetra-ethyl lead, but in small children cerebral 
symptoms—irritability, drowsiness, and convulsions— 


frequently follow or accompany attacks of abdomina 
pain and vomiting which result from the ingestion o° 
metallic lead or its simple oxides and salts. This trai: 
of symptoms and signs raises an urgent problem o 
differential diagnosis. A bulging fontanelle, papili 
oedema, and a raised cerebrospinal-fluid pressure asso 
ciated with convulsions might suggest an intracrania 
tumour. Drowsiness, headache, and vomiting, wit! 
pallor and general debility, might be due to tubercu 
lous meningitis. Fortunately there is a simple and re 
markably consistent finding in the cases due to lead 
poisoning—that is, the appearance on radiographs o’ 
dense lines near the epiphyses and growing edges of the 
bones. The condition is well illustrated in the case: 
described by Burrows and his colleagues and was pre 
sent. in all of them. Radiography of the bones seem: 
preferable to lumbar puncture as a first step in the diag 
nosis of doubtful cases. In two of the present serie: 
coma occurred within two hours of the withdrawal o 
cerebrospinal fluid, and one of these children diec 
18 hours later. This unfortunate sequel may have beer 
a coincidence, for repeated aspiration of the cerebro- 
spinal fluid formed part of the successful treatment ir 
one recently recorded case of lead-poisoning in ar 
infant.? 

The constancy with which lead lines are formed ir 
the bones of children suffering from lead encephalo 
pathy suggests that the absorption of lead has been going 
on for some time before serious symptoms of poisoning 
appear. Since lead encephalopathy does not occu: 
during absorption of the metal in adults and is delayec 
for some time in the case of children, it is possible that the 
condition may arise not during absorption from the gu’ 
but when the lead is released from the bones. Thus 
lead absorption might continue uneventfully but for an 
upset in the acid-base equilibrium resulting in a demanc 
for calcium or phosphate and a concomitant release ot 
lead from the bone. “ Deleading ” procedures are gener. 
ally condemned in children because of the danger of 
causing encephalopathy, but unfortunately a process o! 
self “ deleading” may be set up in these children who 
absorb lead, because most of them suffer from pica o: 
perverted appetite. Thus their stomachs may well be 
upset by the peculiar substances, in addition to lead 
which they may consume, and the consequent vomiting 
will cause alkalosis. 

The first aim of treatment must be to encourage the 
deposition of the lead in the bones. Alkalosis or acid 
osis must be corrected and calcium and vitamin D 
administered. The intravenous injection of calciun. 
gluconate can give dramatic relief to the acute symp 
toms of lead-poisoning, presumably because the calciun: 
carries the lead with it into the bones. Naturally the 
question of the use of B.A.L. (dimercaprol) will arise. 
There is complete agreement that B.A.L. is effective ip 
the treatment of poisoning by arsenic and mercury ir 


1 Mackay, H. M. M., and Hunter, D., Lancet, 1949, 2, 674. 

2 Gordon, I., and Whitehead, T. P., ibid., 1949, 2, 647. 

3 Weatherall, M., Brit. J. Pharmacol., 1948, 3, 137. 

4 Braun. H. A., et al., J. Pharmacol., 1946, 87, Suppl., p. 119. 

5 Germuth, F. G., and Eagle, J. Pharmacol., 1948, 92, 397. 

@ Tepperman, H. M., ibid., 1947, 89, 343. 

7 Webb, E. C., and Van Heyningen, R., Biochem. J., 1947, 41, 74. 

8 Anderson, A. B., Lancet, 1950, 2, 309. 
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both man and experimental animals. There is no such 
unanimity about the value of B.A.L. in the treatment of 
lead-poisoning. In animals both successful* and unsuc- 
cessful‘ results have been reported. B.A.L. exerts its effect 
by removing the toxic metal from combination with the 
-SH groups of some important enzymes in the body: 
the metal combines with the —SH of the B.A.L., and the 
compound is excreted. B.A.L. treatment may be unsuc- 
‘cessful because it fails to remove the metal from its com- 
bination with the enzyme, and it might be dangerous if 
the B.A.L.-metal complex were as toxic as the metal itself. 
{t has indeed been shown that the B.A.L.-lead complex is 
almost as toxic for rabbits as lead.5 Also, the B.A.L.- 
metal complex may be relatively unstable and be broken 
down again before it is excreted : this happens in rabbits 
poisoned with cadmium.*® B.A.L. itself is toxic, for if its 
free —SH groups are not occupied by the poisonous 
metal they may immobilize the metals—for instance, 
copper—which form part of other essential enzyme 
systems.” In our present state of knowledge it would 
seem advisable that the administration of B.A.L. should 
be a last resort in cases of severe lead encephalopathy 
when calcium treatment has failed. Some believe that 
8.A.L. would be dangerous in lead-poisoning.® Certainly 
evidence of its value is needed before it can be gener- 
ally recommended, for it is a potentially dangerous drug. 


OXFORD HESITATES 


in 1942 an Institute of Social Medicine was established 
at Oxford and a professor appointed to be in charge of 
it.! The Nuffield Provincial Hospitals Trust then 
decided to set apart £10,000 a year of its income for 
the following ten years for the foundation of the Insti- 
tute and the salary of the professor. Professor J. A. 
Ryle was, as is well known, appointed professor, and 
ais tenure of the Chair came to a sad end with his death 
jast year. This new and imaginative move by Oxford 
in 1942 was followed by the establishment of chairs 
of social medicine elsewhere, and since Professor Ryle’s 
death the medical profession has been waiting with some 
interest to hear the name of his successor. A small 
paragraph in the Oxford University Gazette? informs 
us that the professorship of social medicine should be 
suspended until “otherwise determined.” It is a pity 
‘hat the lead thus given by Oxford to Medicine should 
hus seem to be abandoned and that the Institute is 
oresumably to be left without a guiding brain to continue 
it on its course. During the early years of such an 
institute the time and energy of those running it must 
‘nevitably be taken up with problems of administration 
and staffing, and with formulating approaches to the sub- 
ect, many of which must be tentative. To leave the 
(nstitute for much longer without a professor at its head 
will break the continuity of the work, discourage those 
who are engaged in it, and lose the initiative which 
Oxford so boldly took in 1942. It is much to be hoped 
that those who decide these things will see that the sus- 
pension is not prolonged indefinitely and that the money 
is used for the purpose for which it was set aside. 


1 British Medical Journal, 1942, 2, 101. 
® Oxford University Gazette, 1951, February, p. 477. 


BILATERAL RENAL TUBERCULOSIS 


The concept of renal tuberculosis as part of a general- 
ized systemic disease is sometimes forgotten and the 
frequency of bilateral haematogenous infection over- 
looked. - The original observations of Medlar and 
Sasano' showed that evidence of bilateral renal involve- 
ment could be detected in over 80% of cases, and 
their findings are now confirmed from a study of 1,000 
necropsies by Sporer and Greenberger.? It is clear, 
however, that the initial lesions often do not progress 
to a form which is clinically apparent, while in others 
the active disease may be limited to one side, at any rate 
for a time. In such patients with “ unilateral” disease 
nephrectomy remains the treatment of choice, and there 
is so far no evidence that the results obtained by con- 
servative treatment, even when modern forms of chemo- 
therapy are employed, can bear comparison. The suc- 
cess of operative treatment in these cases has occasion- 
ally prompted the advocacy of nephrectomy on the 
“worse” side when bilateral active lesions have been - 
recognizable. Experimental support for this has been 
adduced from the previous work of Uffreduzzi,* who 
claimed that removal of one kidney from rabbits in 
which he had previously induced bilateral renal tuber- 
culosis prolonged survival. Sporer and Greenberger 
were unable to confirm this view from their study of 
57 patients on whom nephrectomy had been performed 
and in whom contralateral active disease was apparent 
at the time of operation or shortly afterwards. Com- 
pared with a control series of 69 patients with bilateral 
disease treated conservatively, nephrectomy did not 
appear to offer. significantly better results. Moreover, 
repetition of Uffreduzzi’s work, with careful control of 
the doses of human and bovine bacilli given to induce 
bilateral renal disease in rabbits, failed to uphold the 
supposition that subsequent nephrectomy altered the 
prognosis. From these observations the authors con- 
clude that no evidence exists to support the belief that 
nephrectomy increases the healing tendency in the 
remaining kidney in bilateral renal tuberculosis. This 
is qualified by recognition of the fact that nephrectomy 
may still be advisable in bilateral disease for the relief 
of pain or pyrexia arising from pyonephrosis, and for 
persistent profuse haematuria. Although there is little 
doubt that the incidence of active contralateral disease 
after nephrectomy is greater than commonly recognized, 
it is difficult to avoid the impression that Sporer and 
Greenberger’s review is based on an unfortunately high 
proportion of unsatisfactory surgical cases. 


The half-yearly indexes to Volume II of the Journa/ 
and the Supplement for 1950 are now being sent to 
members who receive them regularly and to subscribers. 
Members who have not previously asked for the indexes 
to be sent regularly to them can obtain copies, post free, 
on application to the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1: those wish- 
ing to receive the indexes regularly as published should 


mention this. 


1 Amer. Rev Tuberc., 1925, 10, 370. 
2 Ibid., 1950, 61, $08. ° 
8 Sperimentale, 1918, 72, 259. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 
INSOMNIA 


BY 


E. B. STRAUSS, M.A., D.M., F.R.C.P. 
Physician for Psychological Medicine, St. Bartholomew's Hospital ; Lecturer in Psychological Medicine, 
St. Bartholomew's Medical College (University of London) 


The work of Pavlov suggests that sleep is identical with 
general cortical inhibition, but this conception requires 
reconciling with the presence of a sleep centre, which 
almost certainly exists in the region of the hypo- 
thalamus. Such a sleep centre may be considered as 
initiating inhibitory impulses or, through its influence on 
adjacent metabolic centres, as producing a biochemical 
state favourable to the spread of general cortical inhi- 
bition. Anything, therefore, that interferes with the 
spread of cortical inhibition can give rise to sleepless- 
ness. From this it follows that insomnia is not a noso- 
logical entity but a symptom. 

The factors that can interfere with the physiological 
spread of cortical inhibition, and thereby give rise to 
insomnia, lend themselves to classification under two 
main heads, physical and psychic. 


Physical Causes 


Pain, Skin Irritation, Dyspnoea, Cough, Fever, and the 
Like.—It goes without saying that the proper way to 
treat insomnia arising from any of these causes is to 
eliminate the irritant stimuli. It must not be forgotten, 
however, that many patients who sleep badly are 
unaware of the cause. For example, some patients, 
without realizing it, are (for them) either too hot or too 
cold in bed ; some people have a “ natural” preference 
for a hard or a soft mattress, and are sleeping on the 
wrong sort ; some use too few or too many pillows. 

Toxic and Chemical Factors——Insomnia may accom- 
pany any toxic illness or metabolic disorder. This 
applies especially to typhus, meningococcal meningitis, 
acute epidemic encephalitis, influenza, and pneu- 
monia. In encephalitis, it would seem, the sleep centre 
itself is directly affected. The insomnia associated with 
true exhaustive states, especially when resulting from 
motor restlessness—for example, the hyperkinesis of 
chorea gravis—is probably toxic in origin. It is likely 
that the insomnia which is often associated with arterio- 
sclerosis is of a dual nature: (a) the deficient elimination 
of metabolites by the kidneys leads to the accumulation 
of toxins in the blood stream ; and (b) the hypochon- 
driacal preoccupations which are so often met with in 
this condition give rise to insomnia of psychic origin. 

The usual chemical substances responsible for insom- 
nia are, of course, tea, coffee, tobacco, and, nowadays, 
amphetamine and allied preparations. People who 
are unduly sensitive to caffeine or the products of 
tobacco smoking would be wise to eschew tea, coffee, 
and smoking altogether rather than to content them- 
selves with refraining only in the evenings, as is some- 
times advised. Except in cases in which amphetamine 
is given specifically to lessen the depth of sleep, as in 
enuresis, the drug should not be given after 2 p.m. 

Food Habits ——Some people whose gastric contents 
are voided slowly and who take heavy meals at night 


cannot get to sleep on account of barely perceptible 
gastric discomfort. Others, especially those who have 
been told by their doctors that a loaded stomach at 
night gives rise to insomnia, go to the opposite extreme 
and are kept awake by hunger, or, if they manage to get 
to sleep, awaken in the early hours of the morning and 
cannot get to sleep again. Such persons should have a 
glass of milk and a few biscuits by the bedside to take 
as soon as they wake up. 


Psychic Factors 


Worry and “ Overactive” Mind.—Worries due to 
economic difficulties, domestic strife, troublesome love 
affairs, and the like can clearly give rise to insomnia. If 
the general practitioner is prepared to act as a sympa- 
thetic audience for half an hour or so (on the principle 
that “troubles shared ‘are troubles halved’) instead of 
reaching immediately for his prescription pad the 
moment the word sleeplessness is uttered, many trouble- 
some cases of so-called insomnia will be avoided. 

There are many people whose minds become 
more and more active as evening approaches. These 
people often find that their minds continue to func- 
tion automatically as soon as they get into bed 
Much as it may go against the grain, they must reduce 
this mental activity to a minimum for at least an hour 
before retiring to rest. Such people often choose mis- 
takenly a book which is too interesting, and hence 
too stimulating, in an attempt to “read themselves to 
sleep.” 

Agrypniaphobia.—Perhaps this is the most common 
cause of insomnia. By this term is meant a morbidly 
anxious preoccupation with the idea of sleeplessness and 
its supposed “ inevitable ” evil consequences. Baudouin’s 
“law of reversed effort ” (if the will and the imagination 
are at cross-purposes, imagination wins the contest) is 
well illustrated by this type of insomnia. By suitable 
psychotherapeutic techniques the practitioner can help 
these patients to acquire an attitude of emotional in- 
difference to whether they sleep soundly or not (see 
Modern Treatment in General Practice, 1944, p. 178). 

Another phobia often associated with agrypniaphobia 
is the fear of hypnotic drugs. The patient may be ter- 
rified of becoming dependent on such remedies and 
becoming a “ drug addict.” If hypnotic drugs are given 
at all, as they may well have to be in cases of this kind, 
they should be prescribed in full strength, as the anxiety 
arising out of fear of the drugs has to be overcome as 
an additional factor ; a bad night in spite of hypnotic 
drugs (prescribed in insufficient quantity) adds to the 
general agrypniaphobia. 

Insomnia Complicating the Psychoneuroses.—Insom- 
nia often complicates the psychoneuroses. Although it 
may not be one of the symptoms of which the patient 
chiefly complains, it is common for patients undergoin:e 
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psychotherapy to sleep even less well than before starting 
treatment. This is understandable, as patients under 
treatment are being forced to come to terms in full con- 
sciousness with psychic elements which, on account of 
their unacceptability to the person as a whole, had pre- 
viously achieved incognito status through repression and 
other psychic mechanisms. Frequent bad nights inter- 
fere with psychotherapy unnecessarily ; moreover, the 
insoninia always disappears when the general neurotic 
state has been coped with. It is therefore a wise practice 
to treat such incidental insomnia symptomatically by 
means of drugs. 

Insomnia as a Conversion Symptom.—Insomnia may 
be the “chosen” symptom in conversion hysteria, 
especially in cases in which the factor of “ secondary 
' gain” is significant. Insomnia of this sort responds best 
to analytical psychotherapy of one kind or another. 


Insomnia.in the Psychoses—l\t is probably the 
affective over-stimulation occurring in the psychoses 
(especially in manic-depressive psychosis and schizo- 
phrenia) which gives rise to insomnia in these conditions. 
As it is impossible to change this pattern solely by 
psychotherapy, the insomnia must be treated sympto- 
matically by drugs and other appropriate remedies. 


Insomnia in Children—Insomnia in young children 
may represent a natural resentment of having their 
sleeping and waking hours forced on them by adults. 
Every intelligent mother or children’s nurse knows how 
to reduce imperceptibly the child’s mental activity as 
bed-time approaches and how to make going to bed itself 
a pleasant. if unexciting, procedure and something to 
be looked forward to. Some children deliberately keep 
themselves awake because they are afraid of nightmares, 
sleep-walking. or enuresis. Often a talk to the parents 
on common-sense lines will deal with such cases, but 
sometimes psychotherapy is required. Children who 
fear the dark should be allowed a night-light. 


Treatment 

As throughout medicine, diagnosis must precede treat- 
ment. It must be remembered from the start that, unless 
there is a lesion affecting the sleep centre itself, insomnia 
is a symptom, not a disease sui generis. Before treatment 
is undertaken it is essential to be assured that the patient 
reallv suffers from insomnia: apart from any question 
of exaggeration, there is great individual variation in 
the amount of sleep required by different people : again, 
elderly peop'e appear to need rather less sleep than do 
younger persons. 

Diagnosis should include a thorough physical exami- 
nation and the taking of a full medical and psychia- 
tric history. According to the principle of mulfiple 
aetiology, all morbid conditions can be regarded from 
the following standpoints: somatic, psychic, social and 
environmental, and constitutional and genetic. The 
physician must try to assess the relative importance of 
each one of these factors in arriving at his diagnosis. 
This discipline in itself will indicate what treatment is 
necessary, it being assumed that, whenever possible, it is 
better to treat the cause of the symptom than the symp- 
tom itself. 

Psychogenic insomnia (including agrypniaphobia) 
may call for skilled psychotherapy, but many cases of 
insomnia due to worry or intellectual or emotional- 
strain respond well to general measures combined with 
reassurance and persuasion from the patient’s usual 
doctor. 


Hypnotic Drugs 


A few of the hypnotic drugs in common use will be 
considered in detail. However, before doing so it is 
desirable to lay down certain general rules about their 
prescription. 

(1) Give a sufficiently large dose to be sure of pro- 
ducing an effect. 

(2) Leave~the anxious type of patient with as little 
discretion as possible in the matter of dosage and 
administration. 

(3) Whenever possible, give the drug in the form of a 
mixture. This enables the almost imperceptible reduc- 
tion of the dose, with or without the patient’s knowledge. 
Moreover, aqueous mixtures are usually less irritating 
to the gastric mucosa than concentrates. 

(4) Whenever there is even the slightest suicidal risk, 
hypnotic drugs should be handed over to a responsible 
relative or nurse for administration, and kept in a locked 
cupboard away from the patient’s reach. 

Withdrawal of hypnotics can be effected in various 
ways: by prescribing a hypnotic for use on alternate 
nights, and later for use only if there have been two 
unsatisfactory nights in succession ; by ordering that it 
shall be taken only if the patient finds that he does not 
fall asleep within two hours of going to bed ; by reducing 
the dose, unknown to the patient, by the use of cachets 
in which increasing amounts of sugar of milk are com- 
bined with diminishing amounts of sedative; or by 
taking advantage of a change of residence, as during 
a holiday, in order finally to dispense with sleeping 
draughts altogether. 


The Barbiturates 
The most efficient and, generally speaking, the most 
useful member of the barbiturate group is soluble barbi- 
tone. It is best given as follows: 


Barbitone soluble 10 gr. (0.65 g.) 
Concentrated infusion 


Water .. to 4 oz. (14 ml.) 
2-4 dr. (7-14 ml.) in water at night when required. 


Phenobarbitone, which is so commonly prescribed for 
insomnia, is a very poor and unreliable hypnotic. If a 


‘patient complains of a hang-over effect of soluble barbi- 


tone. there is no harm in prescribing: 
i ulphate tablet 5 mg. 
prev and 14 tablets at mid-day. 

There are innumerable proprietary preparations of 
barbiturates, and all of them have their advocates. It is 
useful to be able to vary hypnotic drugs at frequent 
intervals, if only to prevent a patient from establishing 
a (largely psychological) dependence on any one prepara- 
tion. Pentobarbitone sodium, which is put up in 14-gr. 
(0.1-g.) capsules (dose, one or two capsules), is more 
quickly broken down in the liver and eliminated than 
most other barbiturates. Its hang-over effect is conse- 
quently ‘less. It should always be preceded ‘by sod. 
bicarb. 20 gr. (1.3 g.), as the presence of acid in the 
stomach prevents its solution and absorption. 


Other Sedatives 
Carhromal and bromvaletone are brominated urea 
preparations which are said to be less powerful and less 
toxic than barbiturates. They are especially useful when 
the main difficulty is in getting off to sleep. The dosage 


is 5-10 gr. (0.32-0.65 g.). 
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Chloral and bromide mixture is useful as an 
occasional hypnotic. Chloral acts chiefly on the basal 
cerebral structures, and the bromine salts mainly on the 
cortex. This combination. makes its administration 
desirable when the patient is agitated. 

Chloral hydrate 
Sodium each 20 gr. (13 8.) 
Syrup of orange 1 dr. (3.5 ml.) 
Chloroform water... .. to 4oz. (14 ml.) 
2-4 dr. (7-14 ml.) in water at night when required. 


Paraldehyde is another valuable occasional hypnotic. 
It acts rapidly and, as a rule, efficiently, but has the dis- 
advantage of causing the breath to smell of it for long 
after. In spite of this, it may occasionally become a drug 
of addiction. It should be given in a dose of at least 2 
dr. (7 ml.) (a smaller dose may simply excite), flavoured 
with an equal quantity of syrup of orange, and the dose 
made up to | oz. (28.4 ml.) with infusion of orange. It 
may also be given in milk or iced water. In cases of 
acute mental excitement it may be necessary to repeat 
the dose in four hours. Paraldehyde may also be given 
by the rectum (3 to 4 dr. (10.5-14 ml.) in 6 oz. (170 mi.) 
of starch mucilage). Care should be taken to use a fresh 
preparation of the drug, as it undergoes oxidation on 
keeping, with the production of glacial acetic acid, which 
has been known to cause ulceration of the rectum. 
In order to prevent smarting, some petroleum jelly 
shéuld be smeared round the anal orifice before the 
injection. 


Reports of Societies 


RENAL FUNCTION 


At a meeting of the Renal Association, held at the Ciba 
Foundation on January 31, the place of Professor E. C. 
Amoroso, who was to have spoken on some aspects of the 
foetal kidney, was taken by Dr. ALISON MILES, who gave an 
account of her work on the kidney in the newborn. 


The Foetal Kidney 


It was a well-established fact, Dr. Miles said, that infant 
renal function differed markedly from adult. Renal func- 
tion in the foetus was less well known. In the later stages 
of foetal life there was evidence that urine was normally 
produced, but the birth of infants with renal agenesis which 
were otherwise normal showed that the foetal kidney was 
not an essential organ. Many characteristics of foetal renal 
physiology had been elucidated, but so far anatomical 
explanations were largely lacking. In general, stillborn 
infants weighing more than 2.5 kg. had the full number 
of glomeruli. The first glomeruli to be formed were the 
innermost ; in the newborn child the outer glomeruli were 
small, with relatively simple capillary loops and a thick 
visceral layer of epithelium. Except in premature 
infants, the difference in function of the neonatal kidney 
could not be attributed solely to smaller numbers of 
glomeruli ; the renal tubules were relatively well developed 
at birth. 

The renal vascular system in the newborn did not seem 
to have been very closely studied. Dr. Miles gave a pre- 
liminary description of the distribution of Indian ink in the 
kidneys of foetal and neonatal animals which had been 
injected in vivo. It was probable that the pattern of foetal 
and neonatal circulation was fundamentally similar to that 


of the adult, but filtration from the outer glomeruli was 
probably less adequate. Function changes after birth 
seemed to be connected with the removal of the placenta. 
and possibly with the rise in blood pressure coincident 
with birth. 


Amino-acid Excretion 


Dr. CuarRLes Dent discussed some aspects of tubular 
function, such as the excretion of uric acid and of phos- 
phate, acidosis of renal origin, and other conditions. Touch- 
ing on the amino-acids, he pointed out that they were often 
spoken of as if they were one thing, but actually there 
were 20 or more of them ; sometimes they seemed to behave 
as individuals and at other times as a group. The pattern 
of excretion in the urine varied greatly from person to 
person, although it was constant in a given person. In 
general the variations were harmless, but there were pat- 
terns associated with severe pathological changes in the 
kidney, liver, brain, and other organs. So far as was known, 
the minor variations which occurred in normal. people were 
not pathological and might be described as a kind of bio- 
chemical individuality, but in some of the analyses which 
he showed, giving variants on the normal pattern, there were 
pathological characteristics. The interesting point was that 
nearly all of the variations of urinary amino-acid pattern 
occurred in the presence of normal blood levels of all the 
individual amino-acids. The pattern variations were there- 
fore imposed by variations in kidney tubule function 
A further point was that nearly all the tubule dys- 
functions, whether for amino-acids, phosphate, uric acid. 
etc., were hereditary. Dr. Dent also discussed the relation- 
ship between urinary pH and NHs production, and touched 
on other aspects of. tubular function. 


Antidiuretic Hormone 


Professor E. B. VERNEY added a short contribution on 
the neurohypophysis and the kidney and described experi- 
ments which were being undertaken to determine the site 
of the pituitary osmoreceptors. He also discussed the site 
of action of the antidiuretic hormone. Probably it acted 
on the distal tubules, causing a reabsorption of water there 
and; under certain conditions, a diminished reabsorption 
of chloride. 


MUSCLE-RELAXANT DRUGS 


A meeting of the Section of Anaesthetics of the Royal 
Society of Medicine was held on February 2, with the 
president of the Section, Dr. W. ALEXANDER Low, in the 
chair. Dr. H. O. J. Cottier, chief pharmacologist of Allen 
and Hanburys Ltd., read a paper on the “Problems of 
Developing Muscle-relaxant Drugs in the Laboratory.” 


Desirable Properties 


Dr. Collier said that still better muscle-relaxant drugs 
were needed; they should be more active clinically, and 
easier to standardize and produce than those at present 
available. The properties required of them by anaesthe- 
tists fell into five groups. First, the specificity of the muscle- 
relaxant action: the drug should have few side-effects, such 
as the release of histamine or- the blocking of the sympa- 
thetic and parasympathetic ganglia. Secondly, the effect on 
respiration: the anaesthetist might wish the drug to spare 
the respiratory mechanism, as in lower abdominal opera 
tions, or on the contrary to arrest it, as in thoracic surgery 
Thirdly, the duration of action: if used only for intubation. 
for example, a short-acting drug was meeded, whereas 

.medium- or long-acting drugs were wanted for surgical 
operations. Fourthly,.compatibility with anaesthetic drugs : 
there should be no serious antagonism between the anaes- 
thetic and the relaxant, and the relaxaat drug might 
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usefully be miscible with intravenous anaesthetics. And 
lastly, the clinical antidote should be a reasonably safe 
substance. 
Laboratory Evaluation 

The worker had to decide how far these properties could 
be evaluated by tests in animals or in vitro. No laboratory 
animal gave an accurate indication of the activity in man of 
the known relaxant drugs, but the cat and rabbit were the 
most useful. The simplest tests were those depending on the 
failure of a group of muscles that usually functioned 
together, such as in the righting-refiex test and the rabbit 
head-drop test. Side-effects—the release of histamine, 
sympathetic and parasympathetic block—could be con- 
veniently studied in the laboratory ; these tests must be 
applied to any new relaxant drug. It was difficult to 
foresee from experiments on animals how far a muscle- 
relaxant was likely to affect respiration in man. Known 
agents did not show consistency in the way they spared the 
respiration of the usual laboratory animals, but the rabbit 
seemed to provide the surest guide to their behaviour in 
man. It was equally difficult to foresee, from laboratory 
experiments, the duration of action of these drugs in man. 
it was, on the other hand, possible to estimate the efficacy 
of antagonistic compounds, and, perhaps, the effect of 
administering an anaesthetic drug at the same time. 


Competitive Inhibition 

Dr. Collier described the method by which he searched 
for new muscle-relaxant drugs. It was known that sub- 
stances of similar molecular form often opposed each other, 
and consideration of the chemical formula of acetylcholine 
had suggested that drugs with quaternary nitrogen atoms 
might act as its antagonist. Experiment had also shown 
that the optimum distance between two quaternary nitro- 
gen atoms was that occupied by 10 carbon atoms in a chain. 
Compounds of this type were therefore likely to have strong 
neuromuscular blocking activity. These facts held equally 
well for drugs of the curare or decamethonium types ; the 
problem was to produce a compound with the potency of 
decamethonium iodide but without the latter’s disadvantage 
of being unaffected by neostigmine as an antagonist. He 
described work done in his laboratory (in association with 
Dr. E. P. Taylor) on the heterocyclic decamethylene bis 
quaternary ammonium salts. The relaxant activity of 
these compounds, as shown by the laboratory tests he had 
described, could be increased by bringing the end-groups 
closer to the structure of dimethyl tubocurarine. He 
described several compounds resembling this substance 
closely which were more active than tubocurarine in the 
rabbit and cat. 

There was a short discussion in which Dr. M. D. 
Noswortny, Dr. R. F. WooLMer, Dr. H. J. V. Morton, and 
others joined. 


Through voluntary contributions of blood by members of 
a workmen’s club in an American factory, blood is made 
available free of charge to all employees of the company 
and members of their families. The blood is stored in a 
blood bank to which the club makes regular contributions. 
In operation since 1947, the Minute Man Club has 1,657 
members, who are employees of the Allis-Chalmers Manu- 
facturing Company near Milwaukee, Wisconsin. During 
the first 28 months of the club’s operation, the magazine 
Mills and Factory says, the members contributed 2,218 pints 
of blood to a blood bank maintained by the Milwaukee 
Junior League, a women’s organization. In the same period, 
1,915 pints were used in transfusions for 405 persons. To 
have an adequate supply of blood at all times, the workers 
contribute two pints for each pint withdrawn from the bank. 
After a donor has given blood, the company provides hot 
soup, sandwiches, and coffee. The worker then takes a 
short rest before returning to his job. The procedure is 
completed in about 30 minutes. To demonstrate what they 
could do in an emergency, the Minute Man Club recently 
donated 368 pints in one day. 


Correspondence 


Tonsillectomy 


Sir,—1 wish to applaud Dr. Douglas Gairdner’s plea 
(February 3, p. 245) for reassessment by the E.N.T. specialist - 
before the operation is performed on children originally 
selected by him for tonsillectomy. I frequently see children 
who were put down for operation and who, two years later, 
though still awaiting this operation, have had little trouble 
from their tonsils in the meantime, and appear to have 
healthy tonsils at the time of mv examination. I feel, like 
Dr. Gairdner, that such a reassessment would result in many 
children having their names crossed off these long waiting- 
lists. 

I feel it is not universally appreciated that the tonsil is not 
a static structure, but one that can increase or decrease in 
size without necessarily requiring interference. The examina- 
tion of many thousands of pre-school and school-children 
during the last few years has satisfied me that the tonsils 
tend to be larger, relative to the other faucial organs, in the 
normal pre-school child and school child of 5 to 8 years of 
age than in children in the later age groups. In addition, 
it is a common observation that tonsils may react to acute 
or chronic infection by hypertrophy, as would be expected 
in a lymphoid organ. Therefore, as Dr. Gairdner points 
out, conservative measures applied to upper respiratory tract 
infections-in children aged 5-7 years can be expected to give 
a good measure of success. ; 

All this is in agreement with what Dr. A. H. Gale says 
(January 20, p. 133) about simple enlargement of the tonsils 
not being a prime indication for tonsillectomy. However, 1 
consider his stricture on (assistant) school medical officers is 
hardly fair, for I feel that the variation in their criteria for 
this operation is no greater than that of many general prac- 
titioners. A complaint often heard from parents of children 
in infant schools is of the frequency of colds, and tonsils 
have often been removed to prevent these colds. It is difficult 
to see how the removal of one of the defensive weapons of 
the body could raise resistance to a virus infection. Surely 
the reason for the average adult’s relative immunity to the 
coryza virus, compared with his susceptibility when 5-8 years 
old, is that his repeated clinical and subclinical infections 
contracted in classroom and cinema have built up his 
immunity. 

I do not consider myself in a position to pass an opinion 
on the question raised by my friend Mr. Norman L. Crabtree 
(February 3,°p. 245), whether many tonsillectomies are 
performed unnecessarily. Surely, however, the big differ- 
ences in the tonsillectomy rates in various parts of the 
country cannot be entirely due to environmental differences, 
but must mean either that some areas have too many 
operations or others too few. 

Finally, I feel that by drawing attention to the need for 
pre-operative assessment of children originally put down for 
tonsillectomy, and by his challenging article “ The Fate of 
the Foreskin ” in the Journal of December 24, 1949 (p. 1433) 
Dr. Gairdner will be responsible for many children bein 
allowed to possess their normal organs in peage.—I am, etc., 


Rochester. J. H. WHITTLEs. 


Sir,—Mr. Philip Scott (February 3, p. 245) does the school 
medical officer less than justice. It is difficult to prove ‘that 
any particular group of doctors is specially prone to attach 
too much importance to the size of tonsils as an indication 
for operation ; there is still even an occasional surgeon who 
is prone to this error of judgment. On the other hand, it 
was the school health service which took the lead in this 
country, during the 1930s, in the search for a more rational 
approach to tonsil troubles, and from that service has 
come much of the evidence upon which modern and more 
enlightened views are based. 

Dr. D. Gairdner (February 3, p. 245) will, I am sure, for- 
give my mentioning that his observation that the syndrome 
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of recurrent upper respiratory infections in school-children 
was self-limiting had been reported by school medical officers 
more than 10 years ago. It is possible to go even further 
and to say that investigations among younger children in 
nursery schools, nursery classes, and day-nurseries show that 
the phenomenon is independent of age and occurs at that 
point in a child’s life at which he is first exposed to herd 
infection. The process is, perhaps, rather physiological than 
pathological, and constitutes a stage on the road to immuno- 
logical maturity. 

It seems not unreasonable to suggest that enlargement of 
the tonsils, like enlargement of lymphoid tissue elsewhere in 
the body, is a process secondary to infection in the appro- 
priate drainage area. Mere bigness of the tonsils may not be 
an indication for operation, but it is not therefore of no 
consequence ; it ought—at least after the stage of physio- 
logical enlargement—to suggest that some primary cause 
should be sought and treated. It is not enough to rely upon 
Nature alone, even though the majority of apparently 
symptomless large tonsils do grow smaller with the passage 
of time. The Lancashire experiments with silver proteinate 
packs and diastolization in nasal catarrh, and Macbeth’s 
work at Oxford with displacement lavage of infected sinuses, 
are examples of the encouraging results which have been 
obtained. Dental treatment, attention to nasal and oral 
hygiene, improvements in diet, and other measures to improve 
general health have all been reflected in improvement of the 
tonsillar condition. Indications for tonsillectomy without 
delay do occur and should not be neglected. An inevitable 
“wait for operation” or, better, a purposeful “ observation 
period” before operation, if recommended, should not 
merely be a time of passive waiting, but one of active con- 
servative search and treatment.—I am, etc., 


Colchester Joun D. KERSHAW 


Pethidine Sensitivity 
Sirn,—Dr. D. Zuck’s patient (January 20, p. 125) weighed 
47.2 kg.: it occurred to me that it might be interesting to 
work out what his doses would correspond to in a 70-kg. 
individual ; this is the result: 


Morphine 10 mg. (2 gr.) 15 mg. (4 gr.) ina es patient 


Flaxedil 80 mg. = 119 mg. . 
Thiopentone 0.50 g. = 0.74 g. > ? 
Pethidine 25 mg. = 37mg. e 


The latter doses might be expected to produce apnoea in the 
average patient, without invoking any special susceptibility. 

Dr. H. F. Griffiths (February 3, p. 250) has pointed out 
that the tachycardia of 140 could be accounted for by 
“ flaxedil.” The fall in blood pressure might equally have 
been caused by the thiopentone—it is probably the most 
potent hypotensive drug used in anaesthes‘a to-day. These 
two drugs alone could account for the state of this patient’s 
cardiovascular system. 

What is more interesting is the apnoea produced by intra- 
venous pethidine. When given subcutaneously pethidine is 
known to cause much less respiratory depression than 
morphine in equivalent analgesic doses—i.e., pethidine 
100 mg. = morphine 10 mg. (¢ gr.) (R. C. Batterman and 
C. K. Himmelsbach, J. Amer. med. Ass., 1943, 122, 222) but 
intravenously the opposite holds. From a preliminary study 
of the respiratory rates of patients under anaesthesia it 
appears that. initially at any rate, pethidine is at least twice 
if not three times as potent a respiratory depressant as 
morphine intravenously ; its duration of action, however, is 
much shorter. 

As for the skin weal, this is commonly seen around the 
site of injection ; if the drug is given into a vein on the back 
of the hand a transient flush is frequently seen all over the 
dorsum. These signs can be attributed to the irritant 
properties of the solution, which has a pH of 6. 

I think in this case the term “ sensitivity ” is unjustifiable, 
implying as it does a bizarre reaction to a normal dose of a 


drug.—I am, etc., 
London, S.E.1. R. I. BopmMan. 


* Sensitivity to Intravenous Drugs 

Sir,—The importance of sensitivity to intravenous drugs 
depends upon the effect of that sensitivity on the circulation. 
Experience shows that apnoea caused by curare and 
“ flaxedil” is relatively unimportant, for the circulation is 
not primarily affected, and prompt and sustained artificia)« 
respiration with oxygen is always effective in restoring 
respiratory rhythm. A test dose is therefore unnecessary. 

With thiopentone and the methonium compounds, how 
ever, the circulation is always primarily affected, and apnoea 
caused by these drugs is of grave significance. Artificia) 
respiration with oxygen, however promptly applied and long 
sustained, is not always effective in restoring life. 

I would suggest, therefore, that the “ test-dose ” technique. 
largely unnecessary in the case of curare, should become the 
rule with thiopentone. Many anaesthetic deaths could be 
avoided if (1) a test dose of 0.2 g. thiopentone were always 
given, and a sufficient interval allowed for its effects tc 
become apparent; (2) 0.5 g. were to be regarded as the 
maximum dose of thiopentone for a single injection, anc 
this dose never repeated within 20 minutes ; (3) greater care 
were taken when thiopentone is used in combination with 
a muscle-relaxant drug. The suggestion implicit in the term 
“balanced anaesthesia ”"—that when two such drugs are 
injected together their favourable effects are enhanced while 
their toxic effects are reduced—is contrary to all experience 
All that is held in the balance is the life of the patient, and 
the scales are unfortunately too often heavily weighted 
against him.—I am, etc., 


London, W.1. R. BLain GOouLp 


Lung Abscess after Shock Therapy 


Sir,—1 was interested to read your annotation on lung 
abscess as a complication of E.C.T. (December 16, 1950 
p. 1377) and Dr. W. L. Milligan’s comments thereor 
(January 6, p. 40). A search through the x-ray records of 
this hospital over the last eight years, a period similar to 
that in the paper of Kwalwasser et al., revealed only one 
report of a lung abscess—in the left lung. Another case was 
discovered where the radiologist reported in the first place 
“infiltration and cavitation in the right upper lobe.” The 
consultant physician eventually considered the diagnosis tc 
be “upper lobe pneumonitis progressing to acute lung 
abscess.” Both patients became ill on the third day afte: 
E.C.T. They were aged 34 and 41 respectively. In the first . 
it was noted that a tooth was broken, but the broken piece 
was never proved radiologically or otherwise to be in the 
chest. There are five E.C.T. machines in general use in the 
hospital. Radiographs are freely used and are reported 
upon by a radiologist. Despite this, a search over the last 
two years revealed only one report on a patient who had 
recently had E.C.T.: of quiescent left apical infiltration 
The patient had been reported as “coilapsed” after her 
first and only E.C.T., and the condition was discovered on 
investigation thereafter. The connexion is difficult to visual- 
ize. Unfortunately it was impracticable to make the search 
in the feverse direction—i.e., from the examination of E.C.T. 
records—but it would appear that lung abscess is a rare com- 
plication, and the figure of 1% incidence is exceptional ; that 
the possibility of the condition being missed or misdiagnosed 
is not great in view of the rarity after E.C.T. of lung compli- 
cations thought to warrant x-ray examination; and that. 
despite its rarity, lung abscess may still be the commonest 
of the noteworthy chest complications. 

Presumably, therefore, as the above is the more usual 
experience, the peculiarities of the American figures result 
from peculiarities in the group. Acutely disturbed patients 
with filthy mouths and infected nasal sinuses are often dehy- 
drated patients who are prone to pulmonary infections 
Rather than combining tube-feeding (to repiace the fluid 
loss) with E.C.T., as suggested by Valentine (1949), whose 
method seems to have been adopted by Kwalwasser, it is 
more reasonable to delay E.C.T. until the patient has been . 
rehydrated and physically improved and until at the same 
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time the mental indications are clarified by the elimination 
of the toxic factor. The question of tube-feeding itself does 
seem to be of fundamental importance (see also. Journal, 
January 20, p. 139). Kwalwasser et al. say that “ significant 
numbers were tube-fed in both groups” (the 25 who had 
E.C.T. and developed lung abscess, and the general hospital 
population who contributed a further 36 lung abscesses). 
Kwalwasser et al. also say, “ Among the general hospital 
population abscesses often followed an obvious intubation 
of the trachea, with fluid entering directly into the lungs.” 
Seven cases at least are accounted for in this way. The 
chronicity of some of the treated patients (24% of the 
patients who developed lung abscesses after E.C.T. had been 
in hospital for more than five years) and the number of 
treatments (an average of 20 per patient) show a choice of 
patient and technique not often found in British practice. 
Summing up, it would seem that pulmonary abscess is the 
most common of a rare group of chest complications follow- 
ing E.C.T. The greatest risks are with dehydrated disturbed 
patients. The American figure of 1%, béing much higher 
than the average, may derive from the type of case treated 
or the additional risk of maladroit tube-feeding. Intravenous 
“amytal” might avoid this, but one should not omit to 
sterilize the needles—I am, etc., 
Runweill Hospital, Essex. A. A. Rosin. 
REFERENCES 
Monroe, R. R., and Neander, J.{F.(1950). Amer. J. Psychiat., 


Valentine, M. (1949). J. nerv. ment. Dis., 109, 95. 


“A Kick im the Pants” 


Sm,—I do not think 1% of doctors would agree with what 
Dr. A. D. D. Broughton writes about the late Minister of 
Health (February 3, p. 251). The Health Service is in an 
incredible mess, and let us hope the new Minister will try 
to create some order out of this chaos. Doctors are grossly 
overworked and underpaid. As Dr. Louis Crawford states 
(Supplement, February 3, p. 35), doctors are working in con- 
ditions which, were they to exist in industry to-day, would 
not be tolerated by the trade unions for one moment. How 
right he is—I am, etc.. 


Itchingfield, Sussex. S. G. Tippett. 


New Sign of Early Pregnancy ? 


Smr,—When examining healthy girls and women there is 
one sign I have found a great help, and it seldom failed in 
diagnosing an early pregnancy. This is a soft blowing 
murmur over the upper chest, not one of the well-known 
cardiac murmurs, but I consider it due to greater activity 
in the breasts. This has saved an abdominal and P.V. 
examination, till a later date if necessary, where a P.V. 
examination would be neither, correct nor advisable.—I am, 


etc., 
Newport, Moo. CHARLOTTE S. VINES. 


Thiacetazone 

Sm,—Your leader (January 20, p. 128) not only consti- 
tutes an excellent review in a short space of the literature 
of thiosemicarbazone (thiacetazone) therapy in tuberculosis, 
but is indeed most timely. Editorials have appeared before 
on this subject in England, America, and Canada,’** but 
your latest one coincides,with the first clinical report to 
appear in this country on the use of the p-acetylamino- 
benzaldehyde thiosemicarbazone in human _ pulmonary 
tuberculosis.“ Work with T.B.1 in pulmonary tuberculosis 
has been carried out under the auspices of the British Tuber- 
culosis Association, and I understand that a brief report on 
their trial may be published. 

Readers, I am sure, will be interested to know that a 
trial with T.B.3 (the p-ethylsulphonylbenzaldehyde thio- 
semicarbazone) has just been completed, and, although it 
would be premature to give the results in detail since they 


are about to be published, it would appear that the work 


of Hamre et al.* has been confirmed, and that the potency 
of T.B.3 is greater than that of T.B.1, and that the toxic 
effects of its clinical use are much less. 

A spectrophotometric estimation of the amount of T.B.3 
in body fluids has also been worked out in this country, 
and it seems that with T.B.3 (“ethizone”) none of the 
severe reactions mentioned by you will occur. No patient 
complained of anorexia, constipation, etc., and there was 
no evidence of liver damage. 

It is to be sincerely hoped that your leader will provide 
the necessary fillip to the many people in this country who 
are working with thiosemicarbazones to let us have their 
results, so that the research in Britain on this subject, which 
seems to have been behind that of Germany, will be able’ 
finally to place the thiosemicarbazones in their correct 
perspective—I am, etc., 

London, S.E.12. M. M. NAGLeyY. 
REFERENCES 


1 Lancet, 1950, 1, 264. 

2 J. Amer. med. Ass., 1950, 142, 342. 

8 Canad. med. Ass. J., 1950, 62, 508. 

4 Livingstone, R., and Street, E. W., Tubercle, 1950, 32, 8. 
5 J. Bact., 1950, 59, 675. 


E.U. or LV.P.? 


Sir,—Dr. S. Cochrane Shanks (December 4, 1948, p. 999) 
pleaded for the abandonment of the use of the word “ dye” 
when a “ radio-opaque”” medium was being discussed. He 
pointed out very rightly ‘that none of these media are dyes, 
and very few of them are even coloured. May I appeal 
through your columns for the abandonment of the terms 
I.V.P. or intravenous pyelography, when what is under dis- 
cussion is an excretion urography ? 

A retrograde pyelography is a demonstration of the renal 
pelvis by the retrograde method.. Urography is a term 
applied to the denfonstration radiographically of the whole 
of the urinary tract, and included in the one examination 
are nephrography, pyelography, ureterography, cystography, 
and in some cases urethrography. It is fundamentally wrong 
to use the one term pyelography when the whole lot are 
under discussion, and can be included in the term urography. 

Excretion urography can be performed intravenously, 
subcutaneously (when “diodone” solution is used), oraily 
(when “hippuran” is used), following any form of arterio- 
graphy or venography, and even following salpingography 
(when viscous diodone is used). Of these the most common 
is. the intravenous method. The subcutaneous method is 
commonly used (with or without hyaluronidase) in infants 
and young children. 

Therefore, in contrast to retrograde pyelography, a purely 
anatomical demonstration, one should speak of excretion 
urography, a method demonstrating function and in most 
cases anatomy as well.—I am, etc., 


Worcester ANTHONY A. VICKERS. 


Erythrocyte Sedimentation in Anaemia 


Sir,—Dr. Richard Terry (December 9, 1950, p. 1296) 
probably does not know that about 1937 the Association 
of Clinical Pathologists appointed a small committee which 
recommended members not to make a correction for anaemia 
in the sedimentation test. It is true that since then some 
pathologists have used graphs, but neither the “current 
view” nor the current practice is known to us, and if 
Dr. Terry has information covering the whole country it 
would be most interesting. The committee was, of course, 
aware of increased suspension stability with certain forms 
of anaemia, and that was one of its reasons for caution 
on corfection. 

Dr. Terry’s much larger series of cases, similar to those 
already published and the few which I discussed in 1938, 
are valuable additional evidence which will, I hope, be 
noted generally, and it may discourage indiscriminate 
“correction” for routine work. When he affirms that 
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the red cells play a part in sedimentation I think he should 
be assured that pathologists in this country have never 
doubted it, and it was demonstrated by a simple experi- 
ment by Dr. G. Day in 1939. Perhaps Dr. Terry includes 
that among what he calls Day’s “rather obscure 
experiments ” 

In the course of the correspondence stimulated by the 
article, Dr. Terry writes (January 27, p. 189) that 
I advocate manipulation of the blood for anaemia. This 
is very disappointing, as I have spent the last 14 years 


imploring people to report sedimentation as it occurs’ 


naturally; I do not even like the word “rate” used. 
I have, however, no wish to interfere with pathologists 
doing as they please for their own interest, and my 
Suggestion was that for special cases and research the 
blood might be adjusted to a standard cell concentration. 
I pointed out that the manipulation had only a presump- 
tive counterpart in nature, but I still think that such experi- 
ments can be fruitful and would not merit Dr. Terry’s 
epithet “obviously fallacious” unless they were miscon- 
strued or misapplied. I am not personally in favour of 
“correction” for routine work at present, but I see no 
reason why a pathologist who has studied sedimentation 
should not give a clinician his opinion on the possible effect 
that an alteration of red cell count (not Hb concentration) 
may have in particular cases. 

Dr. Terry's figures are a welcome addition of fact to the 
literature on sedimentation.—I am, etc., 

London, E.C.1. H. SCHUSTER. 


Sheep Shearers Get Orf 


Sir,—The letters of Drs. A. Lyell and J. R. Miles and 
Dr. A. K. Rankin (November 11, 1950, p. 1119, and Decem- 
ber 2, 1950, p. 1279) have interested me keenly. Although 
not a scheduled disease in this country (Australia), I have 
been able to persuade most insurers to a¢cept orf as a definite 
occupational hazard in the shearing industry. 

In four years I haye seen 38 cases with a total loss of 
254 man-days. A good shearer may shear up to 200 sheep 
a day, often incurring scores of minute burr-pricks on the 
hands and forearms ; consequently it is not surprising that, 
as seen here, the lesions are not infreqnhently multiple ; 
furthermore, secondary infection by haemolytic pyococci is 
quite common. 

It may be of interest to record that persons not actually 
handling wool may contract the disease from fomites. 
Sheepyard rails, wool-hooks, and clothing have been 
responsible ; in fact one of the most fulminating cases I have 
yet seen was that of a woman who acquired the infection 
from washing her husband’s overalls, which were “ full of 
burrs and grease.” She.presented with the typical lesions 
on both hands, and within 24 hours was profoundly ill with 


figors and drenching sweats, her temperature reaching 


104.8° F. (40.5° C.) and leucocytes 28,000/c.mm. Metastatic 
lesions appeared on the face, arms, and trunk during the 
following three days, after which she made a full, though 
gradual, recovery. 

Fortunately cases of such gravity are rare, but the general 
picture of the disease in this district is rather more severe 
than that seen in Cumberland.—I am, etc., 


Balranald, New South Wales. OrME K. KEwiIsH. 


Treatment of Naevi 


Sir,—In discussing the treatment of haemangiomatous 
naevi, Dr. R. E. Bowers (January 20, p. 121) reaffirms 
Lister’s (1938) observation that cavernous naevi disappear 
spontaneously. It is our belief that this is not yet widely 
known, and in consequence many such naevi are still treated 
unnecessarily. Pfahler (1946), in a series of 520 cases, states, 
“I have found no series of cases reported in the literature 
in which the lesions disappeared spontaneously. I have 
never seen it. Therefore one should not wait for spon- 
taneous cures,” and Watson and McCarthy (1940), in a series 


of 1,020 cases, consider three spontaneous cures “ remark- 
able” and advocate early treatment lest the naevus ulcerate 
and bleed or become with age more resistant to therapy and 
more likely to recur after treatment. 

Methods of treatment recommended in current textbooks 
have disadvantages. All waste time; carbon dioxide snow 
and sclerosing agents are painful, and the latter may lead 
to disfigurement. Excision leaves a scar, and an apparently 
perfect cosmetic result with radium may be followed many 
years later by chronic radiodermatitis. 

In 1938, on the strength of Lister’s article and at 
Dr. Herbert Brown’s suggestion, we began to recommend no 
action for cavernous naevi. Recently, as more than 10 years 
had passed, we sent postcards to the parents of these patients 
—59 in all. There were 13 replies, and these children were 
all examined. In 11 the naevi had disappeared. Of the two 
failures, one was a naevus flammeus included by error and 
the other was a deep cavernous naevus involving the red 
margin of the iip. Dr. Bowers mentions two types of 


- Cavernous naevas which do not disappear spontaneously ; 


in our experience, this is a third. We see it occasionally in} 
adults, and we learn on inquiry that this is the finding also 
of our surgical and radiological colleagues—I am, etc., 


Victoria Infirmary, Glasgow. Cyrit M. Ross. 
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Perineal Herpes 


Sir,—As an addition to my report on herpes zoster in the 
Journal of December 23, 1950 (p. 1424), the following may 
be of interest. In the same week three cases of perineal 
herpes were admitted to my ward. All were young Malay 
soldiers, and each had a typical herpetic eruption, unilateral 
extending from the buttock along the perineum to the under 
surface of the scrotum. Incidentally these were the first 
cases of herpes zoster in this situation that I had seen. All 
three had perianal ulcers at the site of the ruptured vesicles 
and in each case a routine dark-ground examination was 
done for spirochaetes, and blood was taken for a Kahn test 
In one case both the dark-ground examination was positive 
(typical spirochaetes seen) and the Kahn positive also. 

This raised an interesting problem. Yaws is common 
among the Malays, and syphilis not unknown by any means . 
but there were no other stigmata of either of these twce 
diseases. It does not seem possible to decide on the relation- 
ship, if any, between the herpes and the spirochaetes in this 
instance. My own view is that the herpes was provokec 
by a specific lesion, probably syphilitic, in the appropriate 
root distribution.—I am, etc., 


Singapore. KEMBLE GREENWOOD, 


Major, R.A.M.C. 


Physicians in the Tuberculosis Service 


Sir,—In the British Medical Journal of February 3 (p. 239) 
there is a report of a conference on the present and future 
administration of the tuberculosis health services, which was 
addressed by the deputy chief medical officer of the Ministry 
of Health, who is reported to have said that “he himself 
was not an authoritarian and he did not believe in the 
Ministry in Whitehall issuing edicts that things must be done 
in precisely this or that way.” It is perhaps a pity that the 
official policy of the Ministry of Health has not always 
been influenced by principles of the kind quoted. I refer 
particularly to the recent instructions issued to regional 
hospital boards on the establishment of registrars in the 
future. 

Although the Ministry of Health may consider that the 
term “national scandal” should not properly be used to 
describe the present general state of our tuberculosis 
services, there are many who are far from happy about their 
present condition. It is true that many regional hospital 
boards have made a serious attempt to raise the standard of 
their tuberculosis services, but at present there is still a 
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general shortage of suitably trained physicians for this work. 
This was gradually being overcome, but any tendency to 
limit opportunities for training is likely to have unfortunate 
effects in the future. 

In the North-west Metropolitan hospital region there are 
five major teaching hospitals, in addition to a number of 
special teaching hospitals. It is rumoured that, when all 
claims of the teaching and other hospitals on the allowed 
establishment of 75 senior registrars have been considered, 
the regional chest service is likely to be left with six senior 
registrars. At present it has approximately 22 senior 
-egistrars. During the last three years (the normal period of 
‘enure of a senior registrar appointment) 12 senior registrars 
from the regional chest service have obtained posts as con- 
jultants in chest work and one senior registrar a senior 
hospital medical. officer appointment. So far as the chest 
services are concerned there is at present, therefore, very 
little lack of balance between senior registrar and consultant 
vacancies, and drastic cutting of the senior registrar establish- 
nent is as unnecessary as it may prove ultimately disastrous. 

With the great shortage of hospital beds, chest clinic work 
is an arduous job. It is not possible to conduct domiciliary 
treatment without sufficient doctors, and the registrar grade 
is necessary not only for training but to provide adequate 
staff. Although a locum tenent may provide a useful pair of 
hands there are serious disadvantages, particularly from the 
patients’ point of view, in trying to run a chest clinic service 
with a succession of temporary appointments. Continuity of 
treatment is very important. Owing to the difficulties in 
appointing staff which have arisen since the publication of 
the Ministry’s recent instructions on registrar establishment, 
we appear to be committed for an indefinite period to 
attempting to run chest clinics with temporary staff while 
decisions on future staffing are awaited. This state of affairs 
is not just a possibility of the future. In some chest clinic 
areas it has already occurred. 

One can only hope fhat the Ministry of Health will agree 
‘0 modification of its policy on the question of registrars, 
and, in view of the urgency of the position, that such modifi- 
cation will take place with the east possible delay.—| 


am, etc., 
H. J. TRENCHARD 


Harrow, Middicsex 
Vaginal Discharge 

Sirn,—Dr. Margaret C. N. Jackson in her address on 
vaginal discharge to the Devon and Exeter Medico- 
Chirurgical Society, reported in the Journal of January 20 
‘p. 135), made certain statements which are either too sweep- 
ng or perhaps not generally applicable. 

She said that where the husband was also infected with 
trichomonas the wife was constantly subject to reinfection. 
ind that the treatment of the male was extremely difficult. 

In the opinion of venereologists the reverse more 
commonly applies—i.e., with a wife infested with tricho- 
monas it is the husband who is constantly subject to 
reinfestation. The incidence of trichomonas in men is 
comparatively small and—in my humble opinion and with 
all due respect for Dr. Hadley Jackson's experience—the 
infestation far from difficult to treat (at any rate, not more 
lifficult than any other case of non-gonococcal urethritis). 

I have personal knowledge of an unpublished series of 
1,000 male cases of fresh urethritis (both gonococcal and 
1on-specific) in which trichomonas was found in only six. 
{ for one do not think the trichomonas finds in the male 
urethra a particularly attractive medium; besides, the 
nechanism of frequent micturition makes its existence there 
somewhat precarious, which may explain why we sometimes 
find trichomonas in the prostate long after its disappearance 
from the urethra. 

As for treatment: two to three weeks of sodium acid phos- 
dhate, 20-30 gr. (1.2-1.8 g.) thrice daily, with hexamine 
and/or daily irrigations with a weak solution of mercury 
-oxycyanide 1 : 10,000 for the same period will usually get 
rid of the trichomonas in the male urethra. 

Lastly, her statement that non-specific cervical discharge 
yielded dramatically to treatment with the electric cautery, 


together with sulphonamides by mouth or penicillin by injec- 
tion, is an invitation to the misuse of chemotherapy and 
antibiotics by the less experienced, a practice which 
venereologists are not alone in deploring. —I am, etc., 
London, W.C.1. G. JELINEK. 


Sir,—Dr. G. Jelinek has misunderstood me: I was. speak- 

ing of the chronically infested male. {[ was not concerned 
with the easily treated cases, to which Dr. Jelinek refers, 
where only the urethra becomes infested. Many of these are 
presumably transient infestations and hardly need treatment 
at all. 
’ The figure of six he gives as the incidence of trichomonas 
detected in 4,000 cases of male urethritis negatives his remark 
that it is the husband who runs the risk of reinfestation, or ~ 
means that the flagellate was not detected in men who in 
fact were harbouring it, or that most men were wearing 
condoms during sexual intercourse. I am certainly not 
prepared to believe that the incidence of Trichomonas 
vaginalis in the sexual partners of these 4,000 males was any- 
thing like as low as even 100 times 6. 

His remark in his fourth paragraph is significant : Fe aim 
which may explain why we sometimes find trichomonas in the 
prostate long after its disappearance from the urethra.” This. 
of course, is the type of chronic case to which I was referring. 
where the flagellate has got itself into such fastnesses as the 
prostate and even the seminal vesicles. These are the cases 
where treatment is surely likely to be long and difficult, and 
I find it hard to believe that all the sodium acid phosphate in 
the N.H.S., with or without hexamine, etc., would easil\ 
eradicate the trichomonas once it had got into one of the 
cul-de-sac glands. 

As for his last paragraph, I can only re-emphasize that | 
was speaking about non-specific cervicitis, which, after all, is 
the type commonly seen in gynaecological out-patients.— 
I am, etc., 

Crediton, Devon. 


Fate of a Good Samaritan in Burma 
Sir.—We should like to support Mr. Kenneth Walker 
(February 3, p. 251) in his protest against the prison 
sentence passed on Dr. Seagrave by a Burmese court. Any- 
one who has read Dr. Seagrave’s books must appreciate that 
he is a man of outstanding medical ability, energy, and 
originality, who has done a great deal for the medical services 
of Burma. We suggest that the B.M.A. should protest to the 
Burmese Government, and arrange with other national or 

international medical organizations to do the same. 
It is one of the fundamental ethics of medicine to afford 
courteous treatment to all in need. whatever their politics or. 
nationality.—We are, etc., 


MARGARET C, N. JACKSON 


Eric B. Hickson. 


Chippenham, Wilts. Joan F. HicKSON 


POINTS FROM LETTERS 


Anti-typhoid Inoculation and Herpes 


Dr. P. H. DatGieisH (Kwambonambi, Zululand) writes 
Reference your annotation “ Herpes Zoster and the New Anti- 
biotics ’”’ (December 30, 1950, p. 1485), may I draw your attention 
to my note (South African Medical Journal, November 25, 1950, 
p. 990) on the effect of T.E.A.B. on herpes and chicken-pox ? 1] 
have since had a third case of herpes with an equally dramatic 
response, and a total ef 15 cases of chicken-pox successfully 
treated. 


Halitosis 

Dr. F. Mackenzie (Melbourne, Australia) writes: The true 
cesspool halitosis is due to gastric fermentation, and this is 
probably due to some butyric acid fermentation plus, I am sure, 
in some cases a reverse peristalsis. Teeth and tonsils are usually 
blamed, but the odour from these is quite different. All tonsils 
smell. ... Some little time ago a young woman brought her 
husband to me. His workmates refused to work alongside him, 
and she was going to leave him. He was cured by cutting milk 
out of his diet (he was allowed buttermilk, which, of course, 
has the butter fat out of it) and by charcoal biscuits. This man 
was back to work in a week, and his wife did not leave him, His 
teeth and tonsils were perfectly healthy. 
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Sir LENTHAL CHEATLE, K.C.B., C.V.O., F.R.CS. 


Dr. Charles Hackney writes: I would like permission 
to express my very deep-felt respect at the passing from 
the profession of a great man, Sir Lenthal Cheatle. I 
had the privilege to be his dresser in 1906 at the old 
King’s. He was a brilliant teacher and operator, a 
perfect example of an English gentleman, and a staunch 
friend to all those who were lucky enough to know 
him in those days. He was lovingly called “ George,” 
and his visiting days were always looked forward to. 
Such men can never be replaced. 


G. E. GASK, C.M.G., D.S.O., F.R.CS. 


Colonel A. O. B. Wroughton writes: I would like to 
write a few lines on the passing of a great friend, 
Professor G. E. Gask. He and I joined as students at 
Bart’s in 1893 and knew each other well. I always 
had a great admiration for him in every way, and we 
both belonged to the Students’ Christian Union. I 
went straight into the Army at Netley in October, 1898, 
and he continued at Bart’s as house-surgeon. Up to the 
beginning of the last war I saw him at intervals when 
[ visited the hospital when coming up to London. In 
his passing the profession has lost a great surgeon and 
a good man, and I feel I have lost a dear friend. 


Dr. A. P. Bertwistle writes : I shall always remember 
an aphorism of the late Professor George Gask. In 
saying farewell to students who had graduated he said : 
“You have been told that bones are full of marrow. 
Nothing of the kind: they are full of base ingratitude. 
The best way of treating fractures is to join a medical 
defence society.” 


J. E. SHEEHAN, O.B.E., M.D. 


The death of Dr. James Eastman Sheehan on January 9 
is reported from New York. He was better known than 
any other American plastic surgeon in this country 
because he was such an assiduous traveller and a 
regular yearly visitor here, even in the difficult war 
years. Born in Dublin in 1885, he graduated in medi- 
cine at Yale University in 1908. 

We are indebted to Mr. A. Dickson Wright for 
the following appreciation : On his visits to this coun- 
try Sheehan would bring with him every year two 
or three beautiful cinematographic films of his year’s 
work, and would show them in the course of his lec- 
tures here to medical schools, societies, and other bodies, 
including Service surgical groups. For this work so 
willingly given he was honoured by the King with the 
award of the Order of the British Empire, an unusual 
distinction for a surgeon practising in America. His 
operating technique was remarkably good, practically 
all done under local anaesthesia, in which he was a 
complete master. The leading plastic surgeons in this 
country had a high regard for his work. His publica- 
tions were numerous, and his handbooks on plastic 
surgery of the orbit and nose are excellent works of 
reference. During the war he surprisingly produced an 


“excellently illustrated book on emergency surgery. In 


New York his hospital work was done at the Polyclinic, 
but most of his time was occupied by a private practice 
of vast dimensions‘and by travelling abroad. This latter 


invested him with a certain halo of mystery—he would 
be heard of one day assisting Franco’s surgical service 
during the civil war ; on another he would be in Turkey : 
or, again, he would be in Australia or Bermuda as 
reporter to the Empire Parliamentary Association. He 
had consulting-rooms in London and Paris, and he was 
plastic surgeon to the Manor House Hospital. Those 
who knew him personally will recall his great kindness 
of nature : to admire one of his ingenious instruments o: 
to mention a shortage or a need always met with the 
same result, a parcel lying upon one’s desk. Eventually 
one hesitated to yearn or enthuse in his presence. He 
was a delightful raconteur, and, with his powers of 
mimicry developed in his cosmopolitan New York prac- 
tice, he could entertain the company long into the night. 
His passing will be much mourned by many friends in 
this country, which he loved so well. 


Dr. Davin ELtis died at his home in Aberystwyth on 
January 9, aged 74. He had practised in his home town for 
44 years and was honorary surgeon to the Aberystwyth and 
Cardiganshire Hospital throughout this long period. Edu- 
cated at the University College of Wales and the London 
Hospital, he graduated M.B. in 1901 and proceeded M.D. in 
1905. After holding resident appointments at the London 
and St. Mark’s Hospital, he began genera’ practice in his 
home county of Cardigan at Aberystwyth in 1905 and con- 
tinued there until his retirement in 1948, due to a sudden and 
severe illness which lasted until his death. 


I. J. D. writes: David Ellis was a distinguished student at 
the London and was awarded the Duckworth Nelson Scholar- 
ship in 1901. The influence of the permanent staff of great 
teaching and other hospitals impresses itself on the minds of 
generations of young resident housemen. David Ellis was a 
good instance of this truth, as I soon learnt while doing a 
month’s locum for the house-surgeon of the hospital shortly 
after Ellis had commenced practice, and this led to a life- 
long friendship. In assisting him almost daily it was evident 
that he was a competent general surgeon possessing a sound 
clinical knowledge. He was proud of his old hospital and 
enthusiastic in his admiration of the distinguished men under 
whom he had worked. He was calm and had infinite 
patience and thoroughness, the complete trust and confidence 
of his patients, and a sound methodical routine—visiting the 
hospital punctually at 9 a.m. every morning and regularly 
each evening at the end of a long day’s work. He would 
have adorned the staff of his old hospital had he elected to 
stay in London, but it was fortunate for Wales that he 
decided to return to practice as a G.P. in his home town. 
where he did such sterling work for almost a half-century. 
The combined duties of G.P. and of a surgeon involved very 
hard work, which was, however, lightened by his strict 
routine and unfailing equanimity. He had a deep religious 
faith based on the village chapel of his youth and that of 
“The Tabernacle” at Aberystwyth where he regularly 
attended and held office as an elder. The consistency and 
sincerity of his character were striking, and he was greatly 
loved by his patients for his unwearying service and the little 
more that meant so much to their comfort and security. 
David Ellis was also surgeon to the Machynlleth, Llanidloes, 
and Cardigan Hospitals, which he frequently visited. He 
was a familiar figure in his Daimler along the country roads, 
and we shall miss his genial greeting and wave of the hand 
as he passed. No weather would deter him from going to 
these hospitals, and anyone acquainted with the hilly Plyn- 
lymmon country will readily understand the hazards. He 
was tall, of good physique and sound health, maintained 
over the years by strict habits and perhaps above all by 
his conservation of nervous energy. He loved the country 
and countryfolk who remain Welsh in rural Wales. Ellis 
spoke faultless Welsh. and his English had that soft Welsh 
accent which is such a pleasing feature in Cardiganshire. He 
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was stricken suddenly with hemiplegia three years ago, which 
was largely transient, but a motor aphasia became perman- 
ent. He remained calm and cheerful to the end, as was 
expected by those of us who knew him best, for this was the 
essence of his fine spirit. A plaque was unveiled at the 
hospital entrance last year “in recognition of a great surgeon 
and a kind friend who rendered devoted service to this 
hospital—1904-1948.” This was perhaps unique, but seems 
so fitting to David Ellis at Aberystwyth. The high standard 
of work at the hospital is mainly due to his incentive and 
example, and the institution is rightly regarded as a lasting 
memorial to him. Our deep sympathy goes to his widow, his 
life’s companion who bore up so bravely during his long 
illness, and to his three children. 


C.M.B. writes: David Ellis was a man blessed with 
exceptional gifts. He was a first-class physician and a great 
surgeon. His name soon became recognized by all the 
doctors in the county, and his surgical judgment and opera- 
tive skill resulted in such successful cures that for many 
years he held the field himself. During the whole of this 
time his general practice had grown enormously. It was 
realized that he became to his patients not only a family 
doctor but a specialist also, so that his patients knew that 
not only could their doctor give them the best of treatment 
at home but would if necessary carry on their treatment 
personally at hospital. This continuity of treatment of his 
patients through any kind of illness was of course ideal, and 
it was only natural that he gained the confidence and love 
and loyalty of so many thousands. It seems sad that this 
ideal association between patient and doctor is rapidly fading 
away and giving place of necessity to other methods of 
practice. The name of David Ellis will, however, remain 
for very many years to very many people the name of an 
ideal doctor and friend. ; 


Dr. J. M. CLarK, one of the most respected senior mem- 
bers of the profession and a popular anaesthetist, died in 
Dundee on January 9 after a brief illness. John Macdonald 
Clark graduated M.B., Ch.B. at St. Andrews University in 
1919, and after serving as house-physician and house-surgeon 
in the Royal Infirmary, Dundee, and gaining experience in 
general practice, he finally settled in the northern part of 
the city, where he practised for the past 30 years. Dr. Clark 
was for many years honorary anaesthetist to the Royal 
{nfirmary, Dundee, and demonstrator in anaesthesia to the 
University of St. Andrews. During the greater part of that 
time he was anaesthetist in the surgical unit of his friend, 
the late Professor John Anderson. That association was a 
particularly happy one, and of great benefit not only to the 
numerous patients who profited by their skill, but to the 
many students and nurses who were trained by them. He 
obtained the D.A.(Eng.) in 1935. Doctors of a younger 
generation, now widely scattered, will doubtless look back 
with pleasure to the old days in the east theatre, where they 
got their first instruction in anaesthesia under “ Johnny” 
Clark. In him the best qualities of physician and anaes- 
thetist were finely blended. If, to a surgeon, the ideal 
anaesthetist is one who can be called upon for a shrewd 
pre-operative assessment of surgical risk, one who can be 
safely forgotten during the operation and turned to instinc- 
tively at the end for stimulating conversation, wise counsel, 
or, it may be, sympathetic understanding, then the writer 
has much cause for gratitude to Dr. Clark over many years. 
His quiet demeanour and meticulous methods inspired confi- 
dence and respect. Sensitive and warm-hearted, he yet never 
allowed sympathy to outrun discretion. He looked what he 
was, a doctor conscious of the dignity of his profession and 
the duty he owed to it; but above all he had a profound 
and tolerant understanding of human nature and a delight- 
ful sense of humour, which must have brought brightness 
and hope into many a sick-room. A serious illness some 
five years ago gave his friends cause for anxiety, and he 
had to curtail his activities. However irksome he may 
have found this, his sense of duty and his boyish zest for 
life remained unimpaired. Of late, ill health and the chang- 


ing aspect of medical life increased his burden, but he gave 
of his best to the patients who needed him and the relatives 
who turned to him in their distress. Keenly interested in 
sport in his younger days, Dr. Clark was, to those who 
knew him best, a man of many interests, an amusing and 
delightful companion, and a perfect host. He was a practi- 
cal and knowledgeable gardener, but his real happiness lay 
in his home life. We his friends, conscious of our own 


loss, extend to his wife our profound sympathy.—R. S. M. 


Dr. Mary E. Mason, well known in Cumberland as an 
ophthalmologist, died suddenly at her home at Cockermouth 
on January 10, aged 58. She studied medicine at the London 
School of Medicine for Women, graduating M.B., B.S. in 
1915 and proceeding M.D. two years later. After qualifying 
she held the posts of house-surgeon and house-physician at 
the Royal Free Hospital, and was later appointed chief 
clinical assistant and senior house-surgeon at Moorfields Eye 
Hospital. This last appointment was greatly valued by her. 
since she was the first woman to hold the post. She was a 
demonstrator in anatomy at the Royal Free Hospital at the 
time when Professor Lucas Keene first became head of this 
department. In her later years ophthalmology became her 


. professional life work, and she held the post of honorary 


ophthalmic surgeon at the Cockermouth Cottage Hospital 
and had a large consulting practice, as well as doing much 
work for school-children. Her sudden death came as a great 
shock to all her many friends and numerous patients, who 
had come to rely on her skilled help and kindly advice 
given during the years this most capable ophthalmologist 
had practised in the county. A few hours before her death 
from coronary occlusion Dr. Mason was hard at work. She 
was a really talented artist and collaborated with Professor 
Arnold Sorsby in a symposium on “A Fundus Dystrophy 
with Unusual Features.” This was published in the British 
Journal of Ophthalmology of February, 1949. Her coloured 
illustrations in this work were beautifully done. About two 
years ago Dr. Mason became a J.P. and took a great interest 
in her magisterial work ; she attended a special course for 
magistrates at Harrogate in November, 1950. Her humane 
outlook and genuine sympathy for the inmates of Dovenby 
Colony for Mental Defectives were a pleasure to see. Her 
principal hobby was music—especially chamber music. She 
was a good violinist and had a very keen sense of musical 
appreciation. Her talent was in great demand locally and 
throughout the county. Even as a student Dr. Mason found 
time to play in “The Strolling Players” orchestra. She 
leaves behind her a daughter who has just commenced the 
study of medicine at her mother’s old medical school, and 
her husband, Dr. Charles A. Mason, whom she married in 
1922, and who is now M.O.H. of Cockermouth Rural and 
Urban Districts and the Keswick Urban District. Dr. Mary 
Mason's brother was the late Mr. Cecil A. Joll. She will 
be sadly missed, and the world will be much the poorer for 
her passing.—A. G. A. 


Dr. SAMUEL SyNGE, late senior medical officer of the 
Church Missionary Society Hospital at Fuhning, China, died 
in Dublin on January 10. He was born near Dublin in 1867: 
his younger brother, John Millington Synge, was the well- 
known dramatist and poet. Having graduated B.A. at Trinity 
College. Dublin, in 1891, Samuel Synge received a testi- 
monium in divinity from the Divinity School. He then 
decided to study medicine and graduated M.B., B.Ch., B.A.O. 
in 1895. He pursued his clinical studies in the Adelaide 
Hospital, Rotunda Hospital, and in the Royal National Eye 
and Ear Infirmary in Dublin. Having been accepted as a 
missionary of the Dublin University Fukien Mission (work- 
ing with the Church Missionary Society), he was ordained 
deacon by the Archbishop of Dublin and sailed for Fukien 
in October, 1896. He was ordained priest in 1903 by the 
Bishop of Victoria. Hong Kong. Dr. Synge worked in 
Fuhning in the Fukien Province of China from 1896 to 1914, 
and with his colleagues carried on a large in-patient and out- 
patient work in the separate men’s and women’s hospitals 
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there. All his work was done before the establishment of 
medical and nursing schools in that part of China, and rela- 
tives of patients did most of the nursing. When on furlough 
in 1904 he graduated M.D. and M.A.O. Dublin. In common 
with most missionary doctors of that era Synge often com- 
bined in his own person the functions of registrar, dietitian, 
manager, treasurer, dispenser, buyer of rice, wood, bedding, 
etc., as well as carrying on his ordinary medical and surgical 
work. With the help of hospital-trained Chinese medical 
assistants much useful work was done under conditions 
present-day doctors would hardly dare to face. These 
pioneers laid the foundations on which Chinese medical and 
nursing schools were built. Synge was one of the small band 
who, to do missionary work in accordance with the com- 
mand “ Preach and heal,” combine in themselves the qualities 
of priest and physician. After his return from China in 
1914 he took up the clerical side of his work, and some years 
later he was appointed rector of the parish of Derralossory, 
Co. Wicklow, and there he spent the last thirty years of his 
life not far from the home where he and his brother were 
brought up. He published a book, Letters to My Daughter, 
which largely consisted of ntemories of J. M. Synge. His 
wife, who was a doctor, died in 1939. They had a son and a 
daughter, who survive.—E. S. C. 


Dr. JoHN FREEMAN, for many years anaesthetist to the 
Bristol General Hospital, died in St. Mary’s Hospital, Bristol, 
on January 28, aged 84. He had been in failing health for 
some time. Freeman studied medicine at the Bristol medi- 
cal school, qualifying in 1891. In the previous year he had 
’ won both the Martyn Memorial Pathology Scholarship and 
the Clarke Surgical Scholarship. After holding resident 
appointments at the Bristol General Hospital, he passed 
the examination for the Fellowship of the Royal College 
of Surgeons of Edinburgh in 1894. About this time he was 
appointed the first honorary anaesthetist at the Bristol 
General Hospital. It was the period when most members 
of hospital staffs also engaged in general practice, and 
freeman too combined his specialty in the same way. He, 
however, took his hospital work, both in giving anaes- 
thetics and in teaching students, very conscientiously, and 
soon built up a considerable anaesthetic practice among his 
surgical colleagues. In the course of his career he contributed 
several articles on anaesthesia to the British Medico- 
Chirurgical Journal. In 1907 he graduated M.D.Durham. 
His were the days when ether by the closed inhaler was 
the routine method of producing narcosis, and he became 
not only a very skilled but a very safe anaesthetist. They 
were the days, too, when the private fee for the service 
averaged a guinea, probably a tenth of the average amount 
paid to-day. He resigned his hospital appointment in 1922, 
some years before he was due to retire, and continued very 
successfully in private practice until 1936, when he relin- 
quished all professional work. Dr. Freeman’s wife died 
some years ago. He is survived by three daughters.—C. C. 


The Services 


= 


The name of Surgeon Captain T. B. Lynagh, R.N., appears in 
a list of those mentioned in dispatches for distinguished service 
in Korean waters since July 9, 1950. 


A Supplement to the London Gazette has announced the 
following awards: 

Two. Clasps to the Territorial Efficiency Decoration Colonel 
G. D. Kersley, T.D., and Lieutenant-Colonel (Honorary Colonel) 
J. B, Forsyth, T.D., R.A.M.C. 

Territorial Efficiency Decoration and Ist Clasp.—Lieutenant- 
Colonel G. M. R. Duffus, M.B.E., and Majors S. S. Chesser, 
J. L. Cowan, and H. Leiper, R.A.M.C. 

Territorial Efficiency Decoration—Major (Honorary Colonel) 
R. K. Debenham, O.B.E., Majors M. J. Bett and E. M. Elmhirst, 
R.A.M.C., Major W. Lumley and Honorary Major C. J. M. 
Irving, M.C., R.A.M.C., retired. 


Medical Notes in Parliament 


Clean Food 

Dr. A. D. D. BRouGHTON on February 2 initiated a debate 
on cleanliness in food-handling. He moved that further steps 
should be taken by the Government to encourage cleanliness 
in the preparation and serving of food in retail shops and 
catering establishments. Every place where food was prepared 
or served should have wash-basins available for the use of the 
staff. There were still food shops with no washing facilities. 

As a nation Britain compared favourably with most other 
countries in the hygiene of food shops and catering estab 
lishments, but lagged behind the United States, Sweden, and 
New Zealand. Food-poisoning in this country was on the 
increase. Before the war there were about 50 outbreaks 
a year. Now there were nearly 1,000. Most of the out- 
breaks had been traced to food eaten or prepared outside the 
home. Local authorities had power under several Acts of 
Parliament to improve hygiene, particularly in the Food 
and Drugs Act, 1938, and had recently received model 
by-laws from the Ministry of Food. Some authorities had 
accepted the suggestions contained in these model by-laws. 
but others appeared to have ignored them. In his own con 
stituency of Batley and Morley, the model by-laws had been 


‘accepted and in every one of the 524 premises in Morley— 


some one-man businesses—there were now wash-basins and 
a supply of hot water. 

The Central Council for Health Education could offer 
many useful suggestions, and in many places hygienic food 
traders’ guilds had been formed and had done a great deal 
to counteract the dirty handling of food. Credit for this 
must be given to the medical officer of health for Guildford 
who was the first in this country to begin this experiment 
It has been found, generally speaking, that the smaller shop- 
keepers and café proprietors were the most co-operative. 
The resistance usually came from hotel and restaurant 
proprietors. Hygiene in some hotels and boarding-houses 
was deplorable. 

Education in hygiene voluntarily undertaken was highly 
desirable, and in Southport the St. John Ambulance Associa- 
tion had provided a combined course in hygiene and food- 
handling, and he hoped that other local authorities would . 
approach the headquarters of that association with a view 
to having courses in their areas. He thought the Govern- 
ment should introduce a Bill requiring catering establish 


‘ments to register with the appropriate local authority and 


providing that new premises should be registered only if 
found to conform to specific requirements. More hygiene 
should be taught in the schools. 

Dr. Barnet Stross seconded the motion. He quoted 
numerous food-poisoning statistics, and urged that the Public 
Health (Infectious Diseases) Regulations, 1927, which 
empowered local authorities to remove from a food-handling 
job any carrier of typhoid or dysentery, were not wide 
enough. There was no power to remove carriers of other 
diseases such as salmonella infections. He also suggested 
that section 14 of the Food and Drugs Act, 1938, which dealt 
with registration, was too narrow, since there was com- 
pulsory registration only for shops which offered for sale 
ice-cream, sausage meat, and similar cooked meat. Other 
foodstuffs, such as gelatin and synthetic cream, were 
potential sources of poisoning if they were contaminated 
Sanitary officers employed by local authorities should be 
asked not only to inspect but to teach. Provision should be 
made for compensation to workers excluded from work with 
food. Workers who had discharging wounds or sores, bad 
skins, or diarrhoea must be excluded and provision made to 
assist them while they were kept away. No place should 
escape inspection by the local authority, whether it be a 
school canteen, a hospital canteen, a canteen of a national- 
ized industry, or the canteen of a private employer. 

Lord WINTERTON suggested that the Ministry should 
publish in consultation with experts which foods exposed for 
public sale should be wrapped. 
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Size of the Problem 


Mr. Hector Hucues said that in this country there were 
236,000 catering establishments, of which 114,500 were open 
to the public, who consumed in them nearly 39 million sub- 
stantial meals every week. Some 42.500 canteen and staff 
dining-rooms provided 24 million substantial meals every 
week, and 36,500 institutions, such as day and nursery 
schools, served 40 million substantial meals every week. To 
these must be added establishments which served light meals 
and snacks, making a total of 585.000 establishments, each 
one capable of spreading germs. He thought there should be 


stricter enforcement of the law, and education not only of . 


children but of adults. There should be a great publicity 
campaign. Local authorities’ food associations could report 
on the premises of traders and grant certificates which the 
trader could display. They could aJso give the trader a code 
of practice. | 

Mr. W. R. A. HupDson said that to get high standards the 
sympathetic co-operation of those actually handling the food 
must be secured. He also pointed out that in the prices 
allowed by the Ministry of Food adequate provision was 
never made for the cost of wrapping and similar clean food 
precautions. 

Dr. SOMERVILLE HASTINGs said that washing-up in public 
restaurants and bars was often imperfectly carried out, and 
that enforceable standards should be established in any 
further legislation. But, however stringent the by-laws, 
success would never be achieved until the people concerned 
understood the reason for the cleanliness they were asked 
to maintain. 

Sir HERBERT WILLIAMS said there was dirty dirt and 
clinical dirt, and soot was a good disinfectant. One side of 
this problem was an engineering matter, especially the provi- 
sion of piped water. 

Captain W. J. Fre_p remarked that the Services had some- 
thing to teach civilians about food hygiene. He discussed 
the great amount local authorities could do, even though 
clean food guilds were meeting with perfectly valid 
objections. 

Colonel L. Ropner spoke of the risks from flies and licked 
fingers. 

Mr. R. WINTERBOTTOM said the Acts of Parliament were 
there, but not enough inspectors to enforce them. 


Importance of Publicity 


Dr. CHARLES HILL said there were considerations of clean- 
liness which had nothing to do with the problem of food- 
poisoning. He did not want to have washing-up water in 
his beer. They must get out of the old idea of imagining 
chat the article that smelt was necessarily dangerous. For 
the most part contaminated foods were untouched to out- 
ward appearance. They did not smell and were not neces- 
sarily discoloured. The value of refrigeration must not be 
*xaggerated. Cold suspended the activities of germs, but 
vhen foodstufis were taken out the germs resumed their 
dangerous activity. Prevention could take place only by 
convincing people of the dangers and by convincing them 
also that personal conduct solved the problem. When they 
grasped the significance of the real dangers of food-poisoning 
at least 5,000 lives a year would be saved. 

Captain FIELD pointed out that the Cou?ts had held that 
a gas stove, a kettle, and a water tap together on the premises 
should be regarded as enough to comply with the legal 
requirements for washing facilities. There should be a more 
accurate legal definition. Mr. GERALD WILLIAMS hoped that 
the Government would reduce the purchase tax on towels 
and soap. Mr. T. C. PANNELL thought dogs should be 
excluded from food shops. 

Replying for the Ministry of Food, Mr. O. G. WiLLey 
said that model by-laws issued in 1949 had been adopted by 
1,100 local authorities. Registration of all catering estab- 
lishments was proposed in the report of the Catering Trade 
Working Party. This and enforceable codes of practice would 
become the subject of discussion and representation. The 


Government was taking every step to encourage educational! 
activity on food hygiene. It would soon have available to 
local authorities who were running clean food exhibitions a 
new portable exhibit. The debate would help a good deal in 
disseminating knowledge about food-poisoning and food 
cleanliness. 


T.B. and N.HS. 


On January 25, in reply to Sir Austen Hudson, Mr. H 
MARQUAND said that 3,550 additional beds had been made 
available for tuberculosis since the start of the Nationa: 
Health Service. About 1,150 had been brought into use 
in the last six months. He furnished this table: 


Beds brought — 
into use 
between July, 1950 Totals 
1948, and | December. 
June, 1950 1950 
Not Not Not 
pre- | T.B. | pre- | T.B. | pre- T.B. 
viously | Beds |viously} Beds | viously| Beds Tora! 
Used Re- Used Re- Used — 
or jopened| for jopened} for | opened 
ye T.B. 
Sanatoria and chest : 
hospitals 178 | 821 | 225 | 360 403 /|1,181 | 1,584 
General and isola- 
tion hospitals .. | 1,207 76 | 492 26 | 1,699 102 1,801 
Teaching hospitals | 121 44 165 165 
Total 1,506 | 897 | 761 | 386 |2,267 {1,283 {3,550 


Penicillin in Merchant Ships 


The Penicillin (Merchant Ships) Bill, which has already 
passed the House of Lords, was read a second time in the 
Commons on January 23. It lays down the conditions under 
which penicillin may be given in ships which carry no doctor. 


Problem of Road Accidents 


Opening a debate in the House of Lords on road acci- 
dents on January 30, Earl Howe said that in 1938, with 
3,000,000 vehicles on the roads, 6,643 people were killed. 
In 1949, with over 4,000,000 vehicles on the roads, 4,473 
were killed. He asked if the country could go on affording 
such a loss. 

Lord STRABOLGI said the question of drinking while in 
charge of a car required attention. In Sweden anyone who 
was found to have drunk alcohol the same day was subject 
to most severe penalties. He commended that example to 
the House. 

The ARCHBISHOP OF YORK said it was calculated that ir 
40 years over 200,000 people had been killed on the roads. 

Lord TEYNHAM said that in the first 10 months of last 
year child deaths on the roads were reduced by 9% below 
1949 to a total of 766. That did not go far enough. 

Lord Lucas oF CHILWoRTH, replying for the Government. 
said one could be appalled at the contempt with which the 
law was treated. It was useless to clutter up the Statuie 
Book with more regulations when those already there could 
not be enforced. The law of this country as it affected road 
usage had been brought into contempt because the police 
force was undermanned. But it was no good putting more 
police on the roads—unless justice was done to offenders 
in the courts. The greatest single deterrent to road accidents 
would be a greater enforcement of the existing law. 


Merit Awards 


Mr. H. MARQUAND said on February 1 that 1,740 merit 
awards had been approved in England and Wales, costing 
annually about £14m. The number of general practitioners 
on the N.H.S. medical list on July 1, 1950, was 18,710. 

Mr. Marquand told Mr. Dopps-PaRKER on February 1} 
that the quantity of heroin used in the United Kingdom 
in 1938 was 46 kg. In 1949 it was 136 kg. Figures were 
not yet available for 1950. He added that diamorphine was 
widely used in this country as an ingredient for cough-linctus. 
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A rise in consumption could therefore be attributed in 
part to medicinal use under the National Health Service. 


Examination of Patients by Students 


On February 6 Mr. F. Loncpen described a number of 
cases in which he said patients had suffered mental agony as 
a result of intimate examinations by students. Dr. CHARLES 
Hut declared he had never seen or heard of unchaperoned 
examinations of the kind Mr. Longden described. He agreed 
that a minority of patients disliked examination and thought 
that if they registered an objection they should be excused 
service as teaching material. Mr. A. BLENKINsOP said the 
Ministry of Health was always anxious to ensure careful 
treatment of patients. Students had, however, to learn 
through practical experience in teaching hospitals. He would 
be happy to investigate any complaint put before him ; 
hitherto there had been very few. 


Pneumoconiosis 


Mr. EB. H. C. LEATHER on February 7 suggested that com- 
pensation was not being paid to all those who should have 
it, because the Acts laid down that a miner became eligible 
only if he had worked in a pit in the preceding five years. 
The progress of medicine had shown, however, that pneumo- 
coniosis might take one to twenty years to develop. He 
thought about 30,000 men were at present excluded from 
compensation, which they ought to have, because of the five- 
year limit. Dr. Barnet Stross said that it was now 
well known that certain occupations led to pneumoconiosis, 
and in many cases this was progressive even after a man had 
left a dangerous industry. He thought the number of men 
affected was nearer 3,000 and that the five-year limit should 
be altered. Mr. BERNARD TAYLOR, replying for the Ministry 
of National Insurance, said that the matter was under dis- 
cussion with various people, including the National Union 
of Mineworkers and also those in industries such as the 
potteries and asbestos and slate factories. 


African Medical Officers 


Mr. J. GrirritHs reported on February 7 that there were 
58 African assistant medical officers in Government service 
in Uganda. Nine were in charge of hospitals. All officers 
performed operations, but one was at present doing public 
health work, and two were taking courses in Britain. 
Africans holding the Makere Diploma in Medicine were 
eligible to be licensed as medical practitioners, and were 
accorded the title of “ Doctor” in East Africa, It was the 
hope of Makere College that the G.M.C. would eventually 
admit diploma holders to the British Medical Register. There 
were 28 students at present taking the seven-year course. 


B.C.G. Vaccination 


On February 8 Mr. S. S. Awsery asked the Minister to 
take steps to permit general practitioners to inoculate with 
B.C.G. vaccine, and to give them discretionary powers in 
closed cases to send an inoculated child away from home. 
Mr. H. MARQUAND replied that research into the use of 
B.C.G. in Britain was still continuing. Any general or 
indiscriminate distribution of the vaccine would not be 
prudent at. present. 


The Meat Ration.—One domestic ration is allowed for every 
14 main meals served in catering establishments, but in school 
feeding centres the ratio is 1:4, in miners’ hostels 1:5, in 
industrial canteens for heavy workers 1:7, and 1:9 in other 
industrial canteens. Diabetics are allowed two extra meat rations 
a week, and 12 oz. cheese. 

Diphtheria Immunization Cost.—The cost of the toxoid used in 
each financial year was: 1948-9, £32,453; 1949-50, £19,315; and 
April 1 to November 30, 1950 (the latest date for which records 
are available), £9,356. 

Chest Physicians—On December 31, 1948, there were 335 
whole-time medical officers of all grades specializing in diseases 
of the chest on the staff of hospitals and clinics in the National 
Health Service. The corresponding figure for 1949 was 477. The 
figure for 1950 is not yet available. . 


Immunization Risk.—In 1950.46 cases of paralysis developing 
in the inoculated limb after immunization were reported: of 
these 35 occurred within one month, 10 in the second month, 
and one in the third month after immunization. 

Korea.—British troops in Korea receive compo rations con- 
sisting of foodstuffs which provide a daily intake of 4,800 calories 

r man. 

Perhere are between one and two million refugees in 
Sonth Korea being cared for by the Unified Command of the 
United Nations, and $225m. has been promised towards 


_ reconstruction. 


Registrars—Mr. H. MarQuanD said on February 5 that he had 
not yet received some hospital boards’ proposals, and he was still 
discussing the matter with the medical profession’s Joint 
Committee. 

Durham.—Mr. H. Datton said on February 6 that he had not 
been able to find out whether Durham County Council still 
require evidence of trade union membership or professional 
association membership from their employees. 

Fowl Pest—On January 31 the Minister of Agriculture said 
that so far only 0.3% of the total poultry population of Great 
Britain had been slaughtered, and this would not significantly 
affect the egg ration. 


Medico-Legal 


FATAL SHOCK UNDER ANAESTHETIC 
[FRoM ouR MEDICO-LEGAL CORRESPONDENT] 


A case of fatal shock from vagal inhibition came before 
the Hertfordshire coroner on January 3. An unmarried 
assistant nurse from Hill End Hospital was undergoing 
dilatation and curettage at the Osterhills Unit of the 
St. Albans City Hospital. She had previously had a 
mastectomy and was suspected of having uterine cancer. 
She had ordinary premedication, gas-and-oxygen induc- 
tion, and then ether. Just as the operation, which took 
about 10 minutes, was over she stopped breathing, and, 
although pure oxygen and nikethamide were administered, 
she showed no further signs of life. 

Dr. F. E. Camps, pathologist and lecturer in forensic 
medicine at the London Hospital, said in evidence that 
both ovaries were enlarged and that there were fibroids but 
no evidence of malignant disease. The operation was neces- 
sary and was properly done. Death was undoubtedly due to 
shock, which in his opinion occurred because the anaes- 
thesia was not sufficiently deep. If anaesthesia is deep, he 
said, reflex shock from vagal inhibition is most unlikely. 
He could not otherwise account for her death. The anaes- 
thetist testified that her heart and lungs had been sound 
before the operation. Not very much ether had been given, 
but it had been used throughout. The anaesthesia, judging 
from her pupils and breathing, had been neither too light 
nor too deep. He had thought he would be safer if he 
did not give a deep anaesthetic. Though he agreed that 
she was not deeply anaesthetized, he considered that the 
anaesthesia was adequate. 

The coroner, finding death from misadventure, said it 
was quite clear that, had the anaesthesia been sufficiently 
deep, the shock would not have had any effect. He was 
not prepared to say that the anaesthetist had been careless. 
in any way. 


Hundreds of people in Sydney have taken out insurance 
policies with Lloyds of London, through Sydney brokers, 
against contracting infantile paralysis. The policies, which 
cost 30s. a year per head. with reductions for families, pro- 
vide for payments of £10 a week for a maximum of 100 
weeks to victims of the disease. If the victim is partly cured 
within the first 50 weeks, the remaining £500 is to be paid in 
a lump sum. But if the victim dies, the next-of-kin gets 
nothing. Last year a leading South Australian insurance 
broker charged a premium of £1 for similar insurance and 
lost £30,000. New South Wales had 231 cases of infantile 
paralysis during 1950, 15 of them fatal. 
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Universities and Colleges 


UNIVERSITY OF OXFORD 


In Congregation'on February 6 the conferment by the Board of 
the Faculty of Medicine, with the approval of the General Board 
of the Faculties, of the title of Clinical Lecturer in the University 
of Oxford, without stipend, on the following was approved: 
from October 1, 1949, to September 30, 1954: Mr. D. A. 
Abernethy, Mr. D. C. Corry, Mr. A. Elliot Smith, and Mr. J. C. 
Scott (Surgery); Mr. R. W. Armstrong (Psychiatry); Dr. Alice B. 
Carleton (Diseases of the Skin); Dr. A. M. Cooke, Dr. F. G. 
Hobson, and Dr. P. C. Mallam (Medicine); Dr. F. H. Kemp 
(Radiology); Sir William P. Macarthur (Tropical Medicine); 
Mr. R. G. Macbeth (Diseases of the Ear, Nose, and Throat); 
Dr. W. Ritchie Russell (Neurology); Dr. G. Victoria Smallpeice 
(Diseases of Children); Mr. J. A. Stallworthy (Obstetrics and 
Gynaecology); Dr. W. Stobie (Diseases of the Chest). From 
October 1, 1950, to September 30, 1955: Mr. W. B. Foley 
(Orthopaedic Surgery). 

It was decided that the operation of Decree (1) of October 20, 
1942, by which a Professorship of Social Medicine was established 
for a period of ten years in the first instance, be suspended until 
the University otherwise determined. 

The George Herbert Hunt Travelling Scholarship is awarded, 
without examination, every second year to a graduate (of either 
sex) in medicine of the university who has not exceeded five 
years from the date of passing the final examination for the 
degree of B.M. The value of the scholarship for 1951 is £70 and 
candidates must send their applications to the secretary of the 
Medical School, University Museum, Oxford, by February 27. 

In June the Board of the Faculty of Medicine will make an 
election, without examination, to the Schorstein Research Fellow- 
ship in Medical Science, of the value of £300, tenable for one 
year from October 1, if a candidate of suificient merit offers him- 
self. 
Medical School, University Museum, Oxford, by May 1. 

Full particulars of the above scholarships may be obtained 
from the secretary of the Medical School. 

The next award of the Rolleston Memorial Prize, of the value 
of about £90, will be made in Trinity Term, 1952. Essays must 
reach the Head Clerk, University Registry, Oxtord (from whom 
full particulars may be obtained), by March 31, 1952. 


In Congregation on January 18 the following medical degrees 
were conferred : 


D.M.—F. R. M. Elgood, *L. D. Hamilton, C. G. Phillips. 

B.M.—E. D. Acheson, M. E. Carpenter, J. R. L. Carstairs, 
M. Claridge, P. G. M. Gatfikin, P. G. Kidner, D. J. Miller, 
M. D. H. Myhill, Elizabeth S. Tomlinson, *C. C. Wiggishoff. 


*In absence. 


UNIVERSITY OF CAMBRIDGE 


lhe Nuffield Foundation has made available £5,340 over five 
years for work under the general direction of Professor F. G. 
Young in connexion with the deve'opment of a mass spectrograph, 
and £1,000 a year for five years for the development of work in 
biophysics under the general direction of Professor E. D. Adrian, 
or, after his retirement, of Mr. A. L. Hodgkin in the physiological 
laboratory. 

Lord Moran will deliver the Founders’ Memorial Lecture at 
Girton College on Saturday, February 17, at 5.15 p.m. His subject 
is ‘‘ The Doctor’s Dilemma.” The lecture is open to all members 
of the university free of charge. 

The following medical degrees were conferred on January 27: 


M.B., B.Cuir.—L. J. H. Arthur, *N. B. Atkin, *J. A. C. 
Bamford, *A. P. Barclay, J. M. H. Boumphrey, M. H. S. Bound, 
*J. W. Bradbeer, *A. A. F. Bryson, *W. E. G. Buckley, *A: S. F. 
Butcher, *E. P. Cadbury, *Eileen H. Coats, *P. H. Crosskey, 
*J. C. M. Currie, J. M. H. Dickson, *B. O. L. Duke, °%J. 
Fairgrieve, *R. M. Ff. Fox, *P. H. Gorodi, *A. F. G. Gunn, 
*J. M. Heaton, *Una M. P. Hill, *G. Hirst, *M. L. House, 
*E. W. Jones, *A. B. McGrigor, J. J. McMullan, D. S. H. W. 
Nicol, *F. S. Perry, *J R. H. Pinkerton, *P. J. Randle, *J. R. 
Rees, *H. B. Russell, *J. J. H. Rymer, *J. MacL. G. Ritchie, 
*H. S.-K. Singha, P. C. Steel, *J. D. E. Strong, *P. W. Tucker, 
*P. H. Wheeler, *R. A. Williams: 


*By proxy. 


Applications must’ be received by the secretary of the — 


UNIVERSITY OF GLASGOW 


Dr. H. P. Himsworth, secretary of the Medical Research Council, 
will deliver the first Noah Morris Memorial Lecture in the tecture 
theatre of the Chemistry Department of the University on 
Wednesday, February 28, at 4.30 p.m. His subject is ‘* Nutritional 
Factors in Liver Disease.” The lecture is open without ticket to 
all interested in the subject. 


UNIVERSITY OF EDINBURGH 


Mr. Norman C. Tanner wi!l deliver three Macarthur Post- 
graduate Lectures in the anatomy lecture theatre, University New 
Buildings, Teviot Place, Edinburgh. On March 5 he will discuss 
“The Indications for Surgery in Peptic Ulcer”; on March 6, 
“* Operative Methods in the Treatment of Peptic Ulcer’; and on 
March 7, “* Treatment of the Comp!ications of Peptic Ulcer.” 
All the lectures begin at 5 p.m., and senior students and graduates 
in medicine are invited to attend. ‘ 


UNIVERSITY OF DUBLIN 
ScHOOL OF PHysic, TRINITY COLLEGE 


The following candidates have been approved at the examination 
indicated : 

Finat Mepicat EXxaMINATION.—Medical Jurisprudence and 
Hygiene: 'S. D. Coleman, 'E. D. Cooke, 'Phyllis E. McCready, 
‘Doreen E. Mallagh, 'R. J. Weir, 7T. Asuni, *Frances J. Baker, 
?Margaret M. Bell, 7N. Boland, 7J. R. Cole, *Matilda M. Dickey, 
71. A. Eppel, J. O. Farinde, *S. P. Fitz-Simon Cotton, 7W. Gault, 
2J. G. Goodbody, Jackson, D. Kimmet, “Patricia M. 
Leeson, A. K. Me!drum, *Ethel P. Pres'on, 7Ruth M. Ransom, 
?Elizabeth M. Senior, *E. Tay!or, 7B. W. Withrington, ?Patricia M. 
Woo'f, D. A. Akintonde, W. A. Beatty, Ethel A. L. Blake. 
Norma E, Boyd, Mary D. Brosnan, H. M. O. Brown, Iris E. 
Byers, Marian F. Cianchi, A. S. Dewar, L. M. Dillon, Patricia G. 
Ellis, Audrey M. M. Fair, Joan M. Fa!kiner, S. S. Faloon, 
K. W. M. Harbord, J. R. MacN. Houston, J. Hunter, Patricia R. 
Hunter, R. F. Hutchings, G. M. Irvine, H. R. B. Jack, Ethel G. 
Jennings, R. King, G. J. Ma'seed, Hazel Morris, J. Morrow, 
G. T. Ne!son, Prudence E. Park, Edith P. Pringle, A. F. C. 
Scott, Aileen F. Smith, H. G. Smith, R. D. Thornes, E. Ward, 


Sheila E. Weir. 


‘With first-class honours. *With second-class honours. 


UNIVERSITY OF LONDON 


Dr. McKeen Cattell, Associate Professor cf Pharmacology at 
Cornell University Medical College, New York, will deliver a 


‘lecture on “ Observations on the Mechanism of Action of the 


Digitalis Glycosides on Cardiac Muscle” in the physiology 
theatre of University College, Gower Street, W.C., on Tuesday, 
February 27, at 5.15 p.m. The lecture is open to members of 
the public. 

Ian Donald, M.B.E., M.D., has been appointed to the 
University Readership in Obstetrics and Gynaecology, tenable at 
St. Thomas’s Hospital Medical School, from January 1. 


UNIVERSITY OF MANCHESTER 


Dr. W. H. Trethowan has been appointed Lecturer in Psychiatry 
and Dr. P. O. Yates Assistant Lecturer in Pathology. 


UNIVERSITY OF WALES 
WELSH NATIONAL SCHOOL OF MEDICINE 


The following candiates have satisfied the examiners at the 
examinations indicated : 

M.B., B.CH.—Hygiene: J. W. Bough, D. B. S. Davies, A. M. S. 
Hansrod, W. E. J. Horton, C. W. J. Hunt, J. E. Merrell, J. H. 
Naysmith, G. K. Penn, Joyce M. Smith. Obstetrics and Gynae- 
cology: A. G. Alexander, A. S. Bater, Joyce M. Bennett, 
Vyvien J. Bennett, J. W. Bough, D. R. Boyns. P. Callaghan, J. S. ~ 
Campbe'l, G. W. Clark, R. L. Coppock, Bronwen N. Davies, 
D. B. S. Davies, J. C. Evans, Marjorie J. S. Evans, J. N. 
G'anville, A. M. S. Hansrod, A. R. Harris, P. I. Harry, C. W. J. 
Hunt, A. P. Jones, A P. Jones, D. J. Jones, Mary E. V. Jones, 
Olive C. Jones, Nesta Lewis. Rachel B. J. Lewis, Mary I. L'oyd, ~ 
Janet M. Moffat, G. K. Penn, E. J, Phil'ips, R. P. Phillips, 
Joyce M. Smith, Glenna Thomas, G. Wiliams, W. Wi'liams, 
Eve Wi'tshaw. Survery: A. G. Alexander, Joyce M. Bennett, 
Vyvien J. Bennett, *D. R. Boyns, *J. S. Campbe'l, L. M. Charles, 
G. W. Clark, Patricia M. Coldrick, *R. L. Coppock, Bronwen N. 
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Davies, J. C. Evans, Marjorie J. S. Evans, A. M. S. Hansrod, 
P. I. Harry, A. P. Jones, Dilwyn T. Jones, Mary E. V. Jones, 
Nesja Lewis, Rachel B. J. Lewis, Margaret E. Lloyd, Mary I. 
Lloyd, Janét M. Moffat, S. E. Ll. Morris, M. A. Owen, *R. P. 
Phillips, D. H. Richards, Joyce M. Smith, G. Williams, D. S. 
Wood, Isobel M. Young. 

1D. P.H.—-*Mary W. Jenkins. 


* With distinction. 


UNIVERSITY OF LIVERPOOL 


Ihe following candidates have been approved at the examination 
indicated : 

DIPLOMA IN TROPICAL MEDICINE AND HyGiene.—G. G. Bisley, 
S.-C. Cheng, J. Devota, Z. Galis, R. T. Kakade, M. Postiglione. 
S. K. Rana (recommended for Milne Medal in Trop:cal Medicine), 
P. H. E: Smith (recommended for Milne Medal in Tropical 
Medicine and Warrington Yorke Medal in Tropical Hygiene), 
B. Teelock, P. A. Varasoonthrosoth. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a meeting of the College held on January 25, with the 
President, Dr. W. Russell Brain, in the chair, Dr. John Hay was 
reappointed as representative of the College on the Court of the 
University of Liverpool; Sir We'don Da‘rymp!e-Champneys was 
appointed as representative to attend the Health Congress of the 
Royal Sanitary Institute to be held at Southport from April 23 
to 27 and Dr. W. G. Wyllie was reappointed as representative on 
the council of the National Association for Mental Health. 


Membership 


The following candidates, having satisfied the Censors’ Board. 
were elected Members of the College: R. H. Balme, B.M., G. E. 
Bauer, M.B., J. D. Bergin, M.B., I. S. Collins, M.B., A. C. A. 
Coombes, M.B, P. B. Croft, B.M., D. Edwards, M.B., P. A. 
Emerson, M.B., Squadron Leader, R.A.F., Loveday A. 
Farquharson, M.B., D. P. Finnegan, L.R.C.P., D. D. Geli!man, 
M.B., N. M. Gibbs, M.B., R. Goldberg, M.D., Elizabeth M. 
Greathead, M.B., J. C. Haworth, M.B., D. A. Henderson, M.B., 
W. R. Lane, M.B., L. Langton, M.D., D. C. Litt!e, M.B., K. G. 
Lowe, M.D., K. A. Manley, M.B., H. L. Matthews, M.B., H. E. 
Parry, M.B., A. Paton, M.B., A. A. Reid, M.B., F. Riley, M.D., 
R. T. Ross, M.D., C. D. Routh, M.D., P. W. Rowsell, M.B., 
R. W. Spencer, M.B., W. P. Stamm, M.B., Wing Commander, 
R.A.F., O. M. Wrong, B.M. 


Licences 


Licences to practice were conferred upon 130 candidates who 
had passed the final examination in medicine, surgery, and mid- 
wifery of the Conjoint Board and who have complied with the 
necessary by-laws of the College: D. B. Amos, J. H. Bai'ey, 
A. P. Barclay, Helen J. Barnes, Pamela Beamish, J. D. Belt, 
M. D. Billington, D. H. Bot om’ey, J. W. Bradbeer, P. P. Brown, 
W. E. G. Buckley, C. F. Caldwell, C. McC. Campbell, A. P. 
Caspers, M. J. Cassells, P. B. Cheves, M. J. Clarke-Williams. 
J. B. Coldrey, A. F. Cross, D. A. Crouch, R. S. E. Cutcliffe, 
J. C. Darnley, J. L. Davies, B. Ekins, J. McG. Elliott, C. D. H. 
Elton, S. C. Emerick, S. T. Faithfull, M. Falconer, H. T. Fawns, 
J. Fellows, R. T. D. FitzGerald, Kath'een T. Flanagan, R. F. 
Fletcher, P. T. Flute, R. H. Fox, Sheilagh A. Frost, N. H. 
Gelpke, J. R. Go!ding, R. L. Goodey, P. H. Gorodi, Patricia A. 
Gregory, G. T. Griffith, H. J. Griffiths, H. J. Hambury, N. A. J. 
Hamer, Luena H. Hatcher, R. S. T. Hey, R. C. Hobbs, D. E. 
Hone, H. F. Hope-S:one, P. A. Hopkins, H. V. Hoyle, J. Hurst, 
P. M. Inglis, J. E. lweka, J. M. James, W. V. James, G. Jefferson, 
J. V. Jeffs, J. R. E. Jenkins, A. V. Jones, Damiana M. Ka ‘iszczak, 
J. C. C. Kendall, W. N. G. Kendall, W. A. Ker, P. S. Kershaw, 
H. C. Killey, A. MacL. Kingon, P. J. Koblenzer, Jean A. Leader, 
V. O. C. Lindo, R. F. Lowe, J. S. Lowry, Marianna Lubinska, 
K. G. P. Mackenzie, D. A. J. MacKinnon, R. L. MacQueen, 
D. H. Matthews, Joan M. Mawer, Anne E. Millar, Cice'y J. 
Millbank, Margery L. Moncrieff, Avisa J. M. Morley, J. S. 
Mous!ey, P. H. Mulhern, M. D. H. Myhill, J. H. Newton, J. S. 
Nielsen, C. Nwoko!o, P. O’Gorman, M. P. O. Oto!orin, E. R. 
Parry, A. G. Penrose, G. D. Phillips, H. O. Phi'lipson. Arie'a 
Pomerance, I. G. Pryce, P. J. Rademan, C. H. R. Read, C. E. B. 
Reed, P. T. Regester, G. E. Robinson, Ruth M. Robinson, 
T. G. V. Roden, A. Rodger, Margaret Rooms, J. A. Rundle, 
F. W. Russe!l, I. P. Q. Scott, Ei‘een M. Selby-Brown, H. P. 
Smith, J. A. J. Smith, Constance R. Spittle, E. T. Stok, D. J. 
Stoker, J. M. Stoner, Yu Hans Tang, J. A. Thornton, S. B. Twivy, 
J. H. Vance, Edith Wahl, P. J. Wardill, G. M. McG. Watts, 


P. H. Wheeler, J. H. Whitfield, J. M. Wilson. L. Wollner, J. W. 
Woodhead, Dorothy E. Wright. 

Diplomas in Tropical Medicine and Hygiene, in Psychological 
Medicine, in Laryngology and Otology, in Medical Radio- 
Diagnosis, in Medical Radiotherapy, in Anaesthetics, in Industrial 
Health, and in Child Health were granted, jointly with the Royal 
College of Surgeons of England, to the successful candidates 
whose names were printed in the report of the meeting of the 
Royal College of Surgeons of England in the Journal ot 
January 27 (p. 197), 

Diplomas in Public Health were granted, jointly with the Royal 
College of Surgeons of England, to §. K. Bhattacharji and 
Gertrude K. Birchenough. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on February 8. 
with Sir Cecil Wakeley, President, in the chair, resolutions ct 
condolence were passed on the deaths of Professor G. E. Gask 
(Past Vice-president of the Council) and Professor Peter Bul, 
Hon.F.R.C.S., of Oslo. 

The Halett Prize for February, 1951, was awarded to Michael 
William Reece, M.B., B.S., of St. Thomas’s Hospital. 

The Council received with gratitude gifts of a Sheffield-plated 
coffee-pot from Lady Platt and a large collection of glassware 
— Mr. Harold Judd, of the United Glass Bottle Manufacturers 

td. 

It was decided to present to each Past President a badge bearing 
the Arms of the College for use on ceremonial occasions. 

Diplomas of Membership and Diplomas in Public Health were 
awarded to the candidates named in the report of the meeting 
of the Royal Col'ege of Physicians of London, printed above. 

The Victoria Hospital, Swindon, was recognized under the 
F.R.C.S. regulations in respect of the posts of senior surgical 
registrar (for one year) and two house-surgeons (for six months). 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


The following were admitted to the Membership of the College 
on February 2: J. C. Dutta, W. McAdam, Mary B. O’Donne!l!. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GY NAECOLOGISTS 


At a meeting of the Council of the College, held on January 27. 
with the President, Professor Hilda Lloyd, in the chair, Sir 
Eardley Hol!and was invited to give the William Meredith 
Fletcher Shaw Lecture, Mr. Geoffrey L. Keynes and Professor 
H. L. Sheehan the William Blair Bell Memorial Lectures, and 
Dr. Paul Titus the John Shields Fairburn Memorial Lecture, all 
for 1951. 

Dr. David Shaw was appointed a delegate to the Health 
Congress of the Royal Sanitary Institute to be held at Southport 
in April. 

The following candidates were elected to the Membership of 
the College: N. Alders, E. A. J. Alment, T. K. Banerjee, 
A. V. G. Bibby, D. F. Bruce, M. Caturani, F. N. Charnock, 
F. J. Cockersole, Amy D. Engineer, J. B. Farquhar,’ Winifred 
Fernandes, F. G. Grant, A. A. Hammouda, Mary A. Hewett. 
J. R. E. James, G. T. Johnson, J. C. S. Leverton, G. A. Lewis, 
Dorothy M. K. Mann, Doreen M. Martin, R. H. Martin, J. | 
Mil'er, J. C. Miller, A. C. Muir, A. G. Murray, P. Nirula, R. B. 
Parker, M. L. Paterson, Betty J. Poland, J. P. C. Purdon. 
Hel'en L. Reith, Dorothy M. Ridout; Joan M. Robinson, 
Margaret B. Shaw, D. W. Shie!ds, Elsie M. Sibthorpe, Agnes M. 
Stark, J. K. Wilson, O. Zammit. 

The following candidates have been awarded the Diploma in 
Obstetrics: D. Burrell, Tole L’E. K. De Lingen, R. W. Fynn. 


UNIVERSITY OF MALAYA 


Benjarfiin Henry Sheares, L.M.S., has been appointed to the Chair 
of Midwifery and Gynaecology in the University of Malaya. 
Dr. Sheares was born in Singapore in 1907 and received his 
medical education at the King Edward VII College of Medicine, 
Sineanore. After qualifying he he'd posts in the local general 
hospital. He spent a year in the United Kingdom from April. 
1947, to May, 1948, on a Queen’s Fe!lowship, during which time 


he was admitted M.R.C.O.G. Since May, 1948, he has acted as. 


Head of the Department of Midwifery and Gynaecology of the 
University. He is the second locally born and educated scholar 
to be appointed to a Chair in the University. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles for the week ending January 27 (No. 4). 
Figures of notified cases are for: (a) England and Wales (London included). (6) London (administrative county). (c) Scotland. a Northern Ireland. 
6) Eire. Figures of births und deaths and of deaths recorded under each disease are for: (a) The 126 great towns in and Wales (London included). 
5) London (administrative county). (c) The 16 principal towns in Scotland. (d) The 10 principal towns in Northern Ireland. (e) The 13 principal towns 
le i on information supplied by t tr England and Wales, land, Northern Ireland, 
Health and Local Government of Northern Ireland, and tas Canteen a Health of of Eire. _ 


1951 1950 te 1942-50 England & Wales 
—_— Week Ending January 27 Corresponding Week Corresponding Week 
(7) |) |O}@M|O (a) | ©) | © | @| © | Highest | Median | Lowest 
Diphtheria .. 48 5} 21 2 1 88} 30 6] 884} 428 88 
Dysentery .. 706} 76 147 5 14 1 — 2 358 176 60 
Encephalitis, acute .. .. =] « 6 3, — 
Deaths ee oe oe — Te 
Erysipelas.. 27 25 5} 10 
Food-poisoning 143 6 15 7 
Infective enteritis or diarrhoea under 
2 years .. 13} 20 30 
Deaths 12 4 —| — 21 3 1 1 
Measles* w | 15,930)2,210; 182) 37) 90) 2,532) 24) 18) 232) 80) 12,941 | 4,233 907 
Meningococcal infection .. os 60 25} — 35 1 23 2 3 152 76 35 
Deaths 1 2 1 1 
Ophthalmia neonatorum .. 11 1 — 6 —| — 104 65 
Pneumonia, influenzal .. | 3,572) 179) 137) 122) 120) 902) 52) 15 15 1} 1,535] 1,270 856 
Deaths (from influenza)+ wt 122] 81) 50) 78) 47 4 6 1 1 
Pneumonia, 476 303 
Deaths 790} 113 49| 305} 52 12} - 10 
Paralytic ee oe 1 1 60 9 60 } 
Non-paralytic .. 7 — } } } 
Puerperal fever 5 
Puerperal pyrexial| .. 102 9 611 2 1 11 167 133 89 
Scarlet fever... ..  ..  ..| 955} 172) 27] 93) 7 8 —J 2,283] 1,510] 1,075 
(1) Tuberculosis, respiratory 143) 2 171 
(2) Tuberculosis, 25 32 8 
(1) Deaths. es \ 216 29| 40 | 247 49 6 «18 
(2) Deaths - << 1 3 1 3 2 3 1 2 
38 6 
Paratyphoid fever .. 4 —/4(B) — —}| —| — 
Whooping-cough .. 1 661; 15 1,764] 77 53} 62] 2,857| -1,801 1,329 
Deaths (0-1 year) .. 317, 40 45) 12) 20 310 50; 33) 19 535 433 316 
Deaths (excluding stillbirths) .. | 9,648) 1,448) 1,100) 318) 459] 5,955) 943) 733) 129 222 7,535 | 5,955 | 5,346 
Annual death rate ind 1.000 
persons living) . 22:1 14-7 
Live births . 7,358) 1,228] 957) 401] 7,411) 1,267; 836) 22%) 346} 10,135 | 7,026| 5,768 
Annual rate per 1 ,000 persons livin 19-2 16°8) 
Stillbirths 199) 35} 22 1 22; +25 
Rate per 1 ,000 total births (includ- 277 218 168 
ing stillborn) 22 2 


* Measles not notifiable in Scotland and returns are approximate. t Includes ooiueey form for England and Wales, London, and N. Ireland. § The number 
of deaths from ——— and polio-encephalitis for England and Wales, and London (administrative county), are combined. || Includes puerpera! 
fever for England and Wales and for Eire. { Deaths from paratyphoid fever are combined with those from typhoid eee. 
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Vital Statistics 


Deaths from Pink Disease 


According to thé Registrar-General for England and 
Wales (Statistical Review, Text, 1938 and 1939) the condi- 
tions described as pink disease, erythroedema, erythroedema 
polyneuritica, dermatoneuritis, dermatopolyneuritis, and 
acrodynia were included under pink disease from 1931 
onwards by a decision of the International Conference of 
1929. Deaths so classified from 1923 to 1939 were 1, 4, 
8, 20, 20, 21, 28, 33, 33, 43, 54, 59, 60, 88, 73, 81, and 69. 
The following table shows the number of deaths in 
England and Wales from pink disease recorded by the 
Registrar-General in each month of the 10 years 1939-48. 


Deaths from Pink Disease by Months in 1939-48, England and 


Wales 
Jan. |Aug |Sept|Oct.| Nov|Dec.|Total 

1939 4 7 7; 9 7 2 5 4/11 4 8 1 69 
940 St 6) 81 31 8) 61 

1941 7131 41 81 21 41 21 31 @ 
1942 St Fi St St 3] 49 
1943 2/13] 4] O} 4] 1] 6] 6] 3] 4] 1] 49 
1944 6; 4; 7] 4) 4] 4] 4] 4] S|] O| S| 3] 
1945 6 2 1 8/11 4 1 6 5 1 2 3 50 
1946 6: 21 21 61 21 8 3] 4] 47 
1947 il 5 8 7 | 16 8 9 5 9 7 | 104 
1943 6; 7} S| 6] 4] 2] 6] 7] 3} 70 
Total | 55 | $4 | 52 | 46 | 61 | 48 | 59 | 44 52 | 34 | 48 | 585 


The following are the main features of the statistics for 
England and Wales for the week ending February 3. 
Although there was a slight increase in the influenza deaths 
in the great towns, there was a further curtailment in the rate 
of increase. The proportion of influenza deaths in the age 
groups of 55 and over rose still further to 90.5%. 

In the great towns the following cases of and deaths from 
pneumonia, and deaths from influenza, have been reported: 


16/12! 23/12 30/12} 6/1 13/1 | 20/1 | 27/1} 3/2 
Pneumonia: 
374 | 364} 502] 956 | 1,300 | 1,455 | 1,720 | 1,664 
Deaths 289 | 351 | 383] 770| 982| 843 | 790] 830 
Influenza: 
"Deaths ..| 33| 102] 890 | 1,099 | 1,239 |1,269 


Totals from the first week of the year in the great town: 
compared with the preceding two years are as follows: 


1949 1950 1951 
Pn 
2,731 2,768 7,141 
Deaths .. ina 1,701 1,491 4,220 
Influenza: 
Deaths... 235 246 4,951 


The following Table shows notifications of pneumonia— 
primary and influenzal—in England and Wales: 


On the assumption that one-twelfth of the deaths would 
be expected to occur each month (the varying lengths of 
months being ignored), a comparison with the observed 
deaths in each month gives y*=17.89, P=0.08. The con- 
clusion is that the variations from month to month are no 
greater than might have arisen by chance. 

The great majority of deaths from pink disease are in 
babies aged six months to two years. In order to make 
a rough comparison between monthly deaths from pink 
disease and monthly deaths from other causes, the deaths 
from all causes except pink disease in each month of the 
year were extracted from the Registrar-General’s Statistical 
Reviews for the years 1947 and 1948, Table 23A (the only 
years for which the figures are available), and the distri- 
bution of these deaths is compared with that of deaths 
from pink disease in the table below. 


Deaths Jan | Aug |Sept/Oct.|Nov|Dec. 


Pink disease... | 55 | 54 52 | 46 61 | 48 | 59 | 44 | 52 | 34 | 48 | 32 


January-June: 316= 5474 July-December: 269 =46% 
6-month totals 310=53 
Getober-March: 275=47% 


343 =59% 


4-month totals 


The comparison is rather inexact, for only two of the 
relevant years are covered for deaths from other causes, 
and there are proportionately too many deaths from other 
causes in infants aged between 4 weeks and 6 months. 

There were 54% of the deaths from pink disease in the 
first six months of the years, and 58% of the deaths from 
other causes. This is an insignificant difference. In the 
six months April to September of these years there were 
53% of the deaths from pink disease and 41% of the deaths 
from other causes. This is a considerable discrepancy. and 
is probably due to the fact that the deaths from diseases 
other than pink disease include a large number of deaths 
from infectious diseases, which predominate in the winter. 


16/12 | 23/12 | 30/12 | 6/1 | 13/1 | 20/1 | 27/1 | 3/2 


Pneumonia .. | 647 | 962 | 1,774 | 2,538 | 3,047 | 5,572 | 3,513 


Cc di 
“week, 1949-50 676 | 634} 842/1,120} 991} 890 | 902 | 1,187 


The deaths cannot be related to the cases in these 
Tables. 

Regional totals of influenza deaths in the great: towns 
in the week ending February 3 and rates per million (in 
parentheses) were: Northern 18 (14.5), East and West 
Ridings 142 (61.3), North-western 287 (79.5), North Midland 
86 (82.0), Midland 204 (88.8), Eastern 74 (98.4), London and 
South-eastern 287 (40.9), Southern 33 (40.2), South-western 
68 (70.4). Wales 70 (105.5),-all great towns 1,269 (61.2). 

Influenza deaths in the great towns by age groups were: 
under 1, 4; 1-15, 2; 15-25, 4; 25-35, 6; 35-45, 31 ; 45-55. 
73; 55-65, 201; 65-75, 411; 75 and over, 537; all ages. 
1 269. 

A further small rise of 30 occurred in the number of 
deaths from influenza in the great towns during the week 
ending February 3. The numbers of deaths recorded in the 
fourth and fifth weeks of this year were the largest for 
any week since the epidemic of 1933. At present the trend 
of mortality in the great towns shows a spread from the 
original centres of infection, the number of deaths decreasing 
in the areas where the infection has been high. The 
mortality has been chiefly among old people. In London 
almost three-quarters of the deaths were of persons aged 
65 and over. The age distribution of the 493 deaths occurring 
in London during the first five weeks of the year is as 
follows : 


Ages Number Percentage 
2 0-4 
3 0-6 
35— 11 2:2 
45— 32 6°5 
55— 79 16-0 
65— 161 32:7 
75+ 201 40-8 

Total 493 100-0 
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Suspected Smallpox WHOOPING - COUGH 
A girl aged 12 with suspected smallpox arrived on p9st ' 
H 1942-50 
February 12 in London from Bombay, having travelled on x dines 
the R.M.S. Strathmore. A rash started om January 30, ae 
originally diagnosed as chicken-pox. Smallpox should be i. / 
suspected in all passengers from that ship who have sickened 
since landing. Surveillance of contacts should continue until "4 
February 28. The girl is now in hospital. 3000} P 
Poliomyelitis 
In the week ending February 3 notifications of cases of = 2000+ 
poliomyelitis were: paralytic, 21 (20); non-paralytic, 11 (7); =z i Lowest 1942-50 
total, 32 (27). Figures for the previous week are in aa we { 
Week Ending February 3 q 

The notifications of infectious diseases in England and 0. 4 2 16 4 

Wales during the week included: scarlet fever 875, WEEKS 

whooping-cough 4,916, diphtheria 51, measles 16,321, acute 

pneumonia, 3,513, acute poliomyelitis 32, dysentery 967, MEASLES 

paratyphoid fever 3, typhoid fever 3. The number of deaths Highest 1942-50 

attributed to influenza in the great towns numbered 1,269. 25000; i : 

4 
Graphs of Infectious Diseases 
The graphs below show the uncorrected numbers of cases ra ! ‘ 

(deaths from influenza) of certain diseases notified weekly < | ; 

in England and Wales. Highest and lowest figures reported 15000} ; 

during the nine years 1942-50 are shown thus ------- / 

the figures for 1951 thus —————. Except for the curves 

showing notifications in 1951, the graphs were prepared 310000; ies 

at the Department of Medical Statistics and Epidemiology, * 

London School of Hygiene and Tropical Medicine. 

5000 Lowest 1942-50 
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900 Highest 1942950 

i i | 
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Lowest 1942-50 600- F 

200} Lowest 1942-50 
1 PNEUMONIA 0 4 8 2 1 20 2 2 32 36 40 44 48 52 
WEEKS 
5000} 
r Infectious Diseases 

= 4000} The chief features of the returns for the week ending 

Ss January 27 were increases in the number of notifications 

3 r of whooping-cough 212 and acute pneumonia 525. The 

= 3000} is notifications of whooping-cough were the largest recorded in 

= ’ i} any week since the disease was made notifiable. The largest 
= Highest 1942-50; A 

z aaa i {variations in the local trends during the week were increases 
2000 in Lancashire 108 and Durham 55. 

The incidence of acute pneumonia is very high, and it 
7 : ie is 14 years since so many cases were notified in a week. 
OOF i The largest rises of pneumonia during the week were 
“~* Warwickshire 140 (Birmingham C.B. contributed 67 of these 
Lowest 1942-50 eat satel cases) and Yorkshire West Riding 74. 

The incidence of measles remained very high, though the 

4 I 24 28 32 36 40 44 48 S82 é 
notifications were 49 fewer than in-the preceding week. The 
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largest of the local variations were decreases in Lancashire 
327 and Nottinghamshire 312, and a rise of 238 in Essex. 
The local returns of diphtheria showed more variations than 
usual ; the largest were decreases in Lancashire 8, Warwick- 
shire 5, and a rise of 9 in Durham. The largest centres of 
diphtheria during the week were Birmingham C.B. 5 and 
Plymouth C.B. 4. The notifications of acute poliomyelitis 
were 9 fewer than in the preceding week ; there were 7 in 
Kent, the largest return for any county during the past 
six weeks. 


Dysentery 

The notifications of dysentery remained at a high level, 
being only 21 below the number of the preceding week. The 
largest returns during the week ended January 27 were: 
Lancashire 110 (Liverpool C.B. 26, Oldham C.B. 24, Middle- 
ton M.B. 12); London 76 (Islington 14, Greenwich 11); 
Leicestershire 73 (Leicester C.B. 52, Hinckley M.B. 10); 
Middlesex 46 (Edmonton M.B. 10, Willesden M.B. 10); 
Yorkshire West Riding 43 (Sheffield C.B. 10); Suffolk 41 
(Ipswich C.B. 32) ; Essex 37 (Walthamstow M.B. 18) ; Surrey 
35 (Croydon C.B. 10) ; Staffordshire 29 (Lichfield R.D. 19) ; 
Sussex 26 (Brighton C.B. 11); Kent 17; Cheshire 16, 
Durham 16; Southampton 15; Shropshire 13 (Shrewsbury 
M.B. 10); Warwickshire 12, Yorkshire North Riding 10 


( Middlesbrough C.B. 10). 


Quarterly Returns for Eire 


The birth rate during the September quarter of last year 
was 21.3 per 1,000 population and was 0.8 below the rate 
for the third quarter of 1949. The infant mortality rate 
was 37 per 1,000 registered births and was the lowest rate 
recorded for any quarter, being 3 below the previous lowest 
level recorded in the third quarter of 1948. The general 
death rate was 10.3 per 1,000 of the population ; it was the 
lowest ever recorded in any quarter, being 0.2 below the 
previous lowest value in 1948. 

Deaths from infectious diseases included 60 from diar- 
thoea and enteritis under 2 years, 30 from influenza, and 
17 from whooping-cough. No deaths from diphtheria were 
registered in this quarter or in the preceding quarter. Deaths 
from respiratory tuberculosis number 38! and from other 
forms of tuberculosis 124. These deaths were 82 and 15, 
respectively, below the numbers recorded in the third quarter 


of 1949. 


Medical News 


€mpire Rheumatism Council 


The fourteenth annual general meeting was held on 
January 24 under the chairmanship of Lord Horder, who 
was later re-elected for the ensuing year. Lord Webb- 
‘Johnson was re-elected vice-chairman, and Lord Broad- 
bridge, a former Lord Mayor of London, was elected as 
vice-president of the council in place of the late Sir Joseph 
Burn. The report of the year’s work described not only 
successful research activities but also full attendances at the 
postgraduate lecture courses held at the Apothecaries Hall 
in the spring and autumn, and the production of occasional 
medical publications. One of these, a brochure containing 
a series of broadcast talks given by one of the council's 
medical members, had proved a rheumatism best-seller, over 
10,000 copies having been sold. The financial report showed 
a total expenditure for the year of £10,243, an increase of 
£1,683, a major part of the increase being due to an expan- 
sion in the research and medical activities of the council. 
The ordinary income amounted to £12,222, whilst legacies 


‘brought in £6,240. 


Scholarships Abroad, 1951-2 

The British Council has published a handbook which 
gives details of some 70 scholarships offered by 15 foreign 
Governments and universities to British students for the 
academic year 1951-2, mostly for postgraduate study. 
though some are open to those not yet graduated and to 
those with non-academic professional qualification. They 
provide free tuition and maintenance, and the majority are 
tenable for the complete academic year, with a few for 
shorter periods. Closing dates for applications vary for 
each country: the earliest is March 7. Further details 
may be obtained from the British Council, 65, Davies Street. 
London, W.1. 


Medical Research Council Announcements 


Applications are invited for Rockefeller Travelling Fellow - 
ships in Medicine, Dorothy Temple Cross Research Fellow- 
ships in Tuberculosis, and for two French Government 
Exchange Scholarships in Medical Science (excluding clini- 
cal medicine). The stipend of 4 Rockefeller Fellowship. 
tenable in the U.S., is $2,600 if single and $3,600 if married. 
and travelling and certain other allowances are also made. 

The stipends of Dorothy Temple Cross Fellows are £650 
(single) and £900 (married), with certain allowances, and 
they must intend “ to devote themselves to the advancement 
by teaching or research of curative or preventive treatment 
of tuberculosis in all or any of its forms.” Preference is 
given to those who wish to study abroad. 

The French Scholarships (closing date for applications 
March 31) are in the range of 40,000—60,000 francs 4 
month, with a supplement for married men, and for travel- 
ling. They are intended for young graduates in medicine 
or science who have already had some experience, are of 
British nationality, and possess at least a working knowledge 
of French. 

Further information and forms of application from the 
secretary, M.R.C., 38, Old Queen Street, London, S.W.1. 


North of England Obstetrical and Gynaecological Societ) 


The first meeting of the 1951 session was held at Man- 
chester University on Friday, January 26. The following 
were elected officers for the current year: president, Dr. 
J. W. A. Hunter (Manchester); treasurer, Dr. C. H. Walsh 
(Liverpool) ; general secretary, Dr. C. E. B. Rickards (Man- 
chester); publications Secretary, Professor A. M. Claye 
(Leeds) ; and reporting secretary, Mr. S. Bender (Liverpool) 
A discussion was held on the paper, given at a previous meet- 
ing, by Mr. D. C. Racker (Manchester) on “The Blood 
Supply to the Lower End of the Ureter.” Dr. C. J. Dewhurst 
and Dr. H. A. Rowley (Manchester) described two cases of 
“Rupture of a Lower-segment Caesarean Section Scar,” 
pointing out that this accident gave a different clinical 
picture from the more common and dangerous rupture of 
the classical scar. Subsequent discussion largely centred 
on the placing of the incision in the lower segment and 
the most secure method of its suture. Mr. Linton Snaith 
(Newcastle) delivered a paper on “ The Use of Intravenous 
Ergometrine in the Third Stage of Labour,” based on a 
controlled series of 400 cases. It was found that the ergo- 
metrine efficiently shortened the third stage, greatly reduced 
the total blood-loss, did not increase the incidence of re- 
tained placenta, but would not separate an adherent placenta 
The puerperium and the condition of the patient at post- 
natal examination were not adversely affected. 


Bequest to St. Andrews University 

The late Miss Minnie Kynoch has bequeathed to the 
University of St. Andrews a legacy of £4,000 for the 
purpose of providing an annual travelling scholarship in 
obstetrics (to be known as the John Kynoch Scholarship) 
to be awarded to the best-qualified student im the university. 
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W.H.O. Budget for 1952 


_ After ‘several days of discussion the executive board of 
W.H.O. has voted by 9 to 3, with 3 abstentions, for a budget 


of £2,570,000, about the same as that for the current year.. 


The figure is a compromise between the £3,000.000 asked 
for by Dr. Brock Chisholm, the director-general, and the 
views put forward by the Yugoslav representative, supported 
by Britain and Pakistan, that the maximum in 1952 should 
be less than in 1951 because of increasing defence costs. 


Coroners’ Ruies Committee 


A committee has been appointed by the Lord Chancellor 
and the Home Secretary to recommend what rules should 
be made under Section 26 of the Coroners (Amendment) 
Act, 1926, for procedure at coroners’ inquests and at post- 
mortem examinations, and what forms should be prescribed 
under Section 27 of that Act. The chairman of the com- 
mittee is Mr. Justice Austin Jones. The committee is ready 
to receive written evidence on these matters. Any person 
desiring to offer such evidence is requested to submit it 
before the end of February to Mr. H. W. Wollaston, secre- 
tary of the committee, Homie Office, London, S.W.1. 


New Journals 


Cemtaurus, International Magazine of the History of 
Science and Medicine, which recently commenced publica- 
tion, contains original papers, reviews, and news of interest 
to the scientific and medical historian. The contents are 
printed in English, French, or German, the publisher is 
Einar Munksgaard, of Copenhagen, and the subscription 
is 40s. per annum. The journal appears quarterly, and the 
standard of production is high. 

The Indian Journal of Neurology and Psychiatry is pub- 
lished quarterly by the Indian Psychiatric Society. Annual 
subscription is 15s., and the journal may be obtained from 
1288, Dharamtalla Street, Calcutta, 13. 


_Classification of Surgical Operations 

The Registrar-General recently issued the first draft of 
a Code which could supplement the /nternational Statistical 
Classification of Diseases, Injuries, and Causes of Death. 
Operations are classified into 15 main sections according 
to broad anatomical site, subdivided on actual site, and 
then coded as an incision, drainage, local excision, plastic 
operation, and so on. Manipulations and radioactive appli- 
cations are not included in the 999 categories, and a separ- 
ate code is being prepared for anaesthetic procedures. One 
example of the draft may be cited. Excision of diverticulum 
of stomach comes under the heading of partial gastrectomy 
(423) within the series of Operations on the Stomach (420- 
439), itself in the section Gastrointestinal and Abdominal 
Surgery (400-599). The draft is now being given practical 
trial in a number of hospitals. - 


Awards by W.H.O. 

Professor H. T. Shortt and Dr. P. C. C. Garnham, of 
the London School of Hygiene and Tropical Medicine, 
have been chosen by the World Health Organization to 
receive the Darling Foundation prize for their work on 
the .life cycle of the malarial parasite, and Professor Rene 
Sand, of the University of Brussels, is to receive the Leon 
Bernard Foundation prize for achievement in social medicine. 


in Brief 

Sir Francis Ibiam, K.B.E., member of the Nigerian Legis- 
lative and Executive Councils and of the Eastern House of 
Assembly, Nigeria, and principal medical officer of the 
{tu Hospital, Nigeria, is taking a postgraduate course at 
Queen Charlotte’s Hospital, Hammersmith. 

Professor R. J. S. McDowall has been awarded the Medal 
of the University of Ghent. 


Wills 

Dr. George Stuart Graham-Smith, F.R.S., left £29,208 
He left his property upon trust for his wife and his 
son and daughter-in-law during their lives, with remainder 
to their children if any, failing which to the University 
of Cambridge for any purposes connected with the 
department of pathology. Mr. Peter Moran, of Man- 
chester, left £19.867. Dr. Leonard. John Miskin, of 
Wingham, near Canterbury, left £17,530, including £100 to 
the Royal Masonic Hospital and £100 to his gardener. 
Dr. Charles Edwin Purslow, a former consulting obstetrica! 
and gynaecological surgeon to the Birmingham United 
Hospitals, left £91,689, including £300 to Elizabeth Bullivant. 
formerly matron of Queen’s Hospital, Birmingham, “as a 
token of my admiration of her unselfish devotion to that 
hospital and its nursing staff over many years”; £300 to 
P. Crocker, house governor of the said hospital, “as an 
appreciation of his services and assistance to me when acting 
as chairman of the Jaffray Hospital” ; £200 to the Midland 
Sailing Club, Edgbaston Reservoir; and £300 each upon 
trust for the upkeep of the churchyards of Ravenstone and 
Tettenhall parish churches. 

Dr. J. K. Raymond, of Worthing, left £6,755. Dr. Harry 
Stansfield, of Bradford, left £18,541 ; Dr. A. R. Waddell, of 
Ashtead, £6,954 ; Dr. J. A. Thomson, of Harrogate, £27,747 ; 
Mr. C. G. Edmonstone, of Cheltenham, £14,082; Dr. 
A. E. A. Carver, medical director of Caldecote Hall. 
Nuneaton, £31,444; Dr. J. R. Polson, of Milford-on-Sea. 
Hants, formerly of Worcester, £11,235; and Dr. J. C. 
Williams, of Bettws Garmon, Caernarvonshire, £37,484. 

Dr. John Harold Burridge, of Banstead, Surrey, left 
£48,519. Dr. Douglas Frederic Kennard, formerly for 40 
years in practice in the Whitechapel and Stepney areas. left 
£2,742. Dr. Arthur Edgar Kerr left £10,736. 


COMING EVENTS 


Contraceptive Technique 

A lecture and demonstration (on living models) on contra- 
ceptive technique will be given by Marie C. Stopes, Ph.D., 
at the Mothers’ Clinic, 108, Whitfield Street, London, W.., 
on Thursday, March 1, at 2.30 p.m. Tickets must be 
obtained in advance as space is limited. 


Institute of Almoners . 


The annual general meeting of the Institute of Almoners. 
will be held at the Central Hall, Westminster, London. 
S.W., on Friday, March 9, at 6 p.m. 


Canadian Medical Association 


The 82nd annual meeting and exhibition will be heid 
at the Mount Royal Hotel, Montreal, June 18-22. Full 
information may be obtained from the association at 135. 
St. Clair Avenue West, Toronto, Canada. 


Chemotherapy of Tuberculosis 

The Medical Research Council of Ireland is proposing 
to hold a Colloquium on this subject in Dublin, July~10-13. 
The lecturers will include Dr. V. C. Barry (Medical Research 
Council of Ireland), Dr. Marc Daniels (Medical Research 
Council, London), Professor G. Domagk (Wuppertal-Elber- 
feld), Dr. W. H. Feldman (Mayo Foundation), Dr. P. 
D’Arcy Hart (Medical Research Council, London), Mr. 
T. J. D. Lane (Meath Hospital, Dublin), and Dr. Edgar 
Lederer (Institut de Biologie Physico-Chimique, Paris). 
Further information may be had from J. G. Belton, 
honorary secretary of the organizing committee, Labora- 
tories, Trinity College, Dublin. : 


2 
TOURNAL 
7 
Be 
| 
| 
7: 
=) 
> 
} 
Hy 
\ 
| 
| 
\ 
: 


370 Fes. 17, 1951 


MEDICAL NEWS 


1952 Congress of Ophthalmology 


The Fourth Pan-American Congress of Ophthalmology 
will meet in Mexico City on January 6-12, 1952. Particu- 
lars may be obtained from the Secretary-General, Dr. Luis 
Sanchez Bulnes, at la, Gomez Farias, 16, Mexico 4, D.F. 


international European Society of Haematology 

The next meeting will be held at Rome in September. 
Details of membership of the society may be obtained from 
the secretary for Great Britain, Dr. A. Piney, 152, Harley 
Street, London, W.1. 


Seventh International Hospital Congress 

The International Hospital Federation is holding the 
Seventh International Hospital Congress in Brussels, July 
15-21. The central theme will be “Care of the Chronic 
Sick and the Aged.” 


Association of Surgeons of Great Britain and Ireland 


The annual meeting of the Association of Surgeons of 
Great Britain and Ireland will be held at Manchester on 
July 19, 20, and 21. The provisional programme is as 
follows: July 19, discussion on “Head Injuries,” to be 
opened by Sir Hugh Cairns. July 20, discussions on “ Pre- 
vention and Treatment of Infections of the Hand,” to be 
opened by Mr. R. M. Handfield-Jones and Mr. W. Gissane, 
and on “ Surgical Management of Carcinoma of the Colon 
{excluding Rectum),” te be opened by Mr. C. Naunton 
Morgan. July 21, discussions on “ Acute Pancreatitis,” to 
be opened by Dr. H. T. Howat, and on “ The After-history 
of the Amputee in Peripheral Vascular Disease,” to be 
opened by Mr. W. A. Mackey and Professor George Perkins. 
Full particulars may be obtained from the secretary of the 
association at 45, Lincoln’s Inn Fields, London, W.C.2. 


Laymen’s Course in Tropical Medicine 


The annual free course for laymen at the Ross Institute 
(London School of Hygiene and Tropical Medicine) will be 
held July 23-27. Malaria and its control will be discussed in 
the mornings ; and bilharzia, hookworm, protection against 
heat, etc., in the afternoons. Further information may be 
obtained from the Organizing Secretary of the School, 
Keppel Street, London, W.C.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 
concerned. 


Monday 


@INsTITUTE OF CHILD HEALTH, Hospital for Sick Children, Great 
Ormond Street, London, W.C.—February 19, 5 p.m., “ The 
Aims in the Care of the Mentally Deficient Child,” by Dr. B. 
Kirman. 

INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, 
London, W.C.—February 19, 5 p.m., “ Temporal Lobe and 
Cerebral Dominance,” by Dr. A. Subirana (Barcelona). 

{NSTITUTE OF PsycHIaTRY, Maudsley Hospital, Denmark Hill, 
London, S.E.—February 19, 5.30 p.m., lecture-demonstration 
by Dr. BE. Stengel. 

MeEpicaL SocieTy OF LONDON, 11, Chandos Street, Cavendish 
Square, W.—February 19, 8.36 p.m., “The Influence of 
Radiology on the Diagnosis of Abdominal Disease,’ first 
Lettsomian by Dr. S. Cochrane Shanks. 

SCIENTIFIC FiL_M AssociATION.—Joint meeting with Royal Society 
of Medicine at 1, Wimpole Street, London; W., February 19, 
5 p.m., “ The Use of the Film in Medical Teaching,’”’ discussion 
to be opened by Professor K. J. Franklin, Professor Robert 
Cruickshank and Dr. P. N. Cardew, and Dr. G. E. Loxton 
and Dr. Brian Stanford. 

University CoLiece, Physiology Theatre, Gower Street, London, 
W.C.—February 19, 4.45 wy “Separation Methods in 
ee by Dr. C. J. O. R. Morris. (See also February 


Tuesday 


BritTISH POSTGRADUATE MEDICAL FEDERATION.—At London Schoo! 
of Hygiene and Tropical Medicine, Keppel Street, London, 
W.C., February 20, 5.30 p.m., “ Neural Control of the Pituitar) 
Gland,” by Dr. G. W. Harris. 

CuHabwick Trust.—At Royal Society of Tropical Medicine and 
Hygiene, 26, Portland Place, London, ., February 20. 
2.30 p.m., “ The History of Poliomyelitis in England and 
Wales,” Chadwick Public Lecture by Brigadier A. E. Richmond 

@InstituTE oF Dermaro.ocy, Lisle Street, Leicester Square. 
London, W.C.—February 20, 5 p.m., “ The New St. John's 
Hospital Pharmacopoeia,” by Dr. R. T. Brain. 


Wednesday 


@InstituTe oF Dermarto.ocy, Lisle Street, Leicester Square. 
London, W.C.—February 21, 5 p.m., “ Medical Mycology. 
lecture-demonstration by Dr. R. W. Riddell. 

INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 
February 21, 5.30 p.m., “The Diagnosis of Parasellar 
Syndromes,” by Mr. Geoffrey C. Knight. 

NorTH-WEST METROPOLITAN REGION MENTAL DEFICIENCY SOCIETY. 
—At Harperbury Hospital, Harper Lane, Shenley, near 
St. Albans, Herts, February 21, 8 Applications 
of Modern Projection Tests,” by H. Phillipson, M.A. 

Society OF PusLic ANALysts.—At Lecture Theatre, New 
Chemistry Department, King’s College, Newcastle-upon-Tyne. 
February 21, 6.30 p.m., joint meeting with Newcastle-upon- 
Tyne Section of Society of Chemical Industry. “ Analytical 
Control and Investigation in the Food Industry,” paper by 
E. B. Hughes, D.Sc., F.R.I.C. 


Thursday 


BritTisH PosTGRADUATE’ MEDICAL FEDERATION.—At London Schoo! 
of Hygiene and Tropical Medicine, Keppel Street, London. 
W.C., February 22, 5.30 p.m., “ Sex Hormones,” by Professo: 
E. C. Dodds, F:R.S. 

Horse SHOE CLuB.—At Medical Society ot London, 11, Chandos 
Street, Cavendish Square, London, W., February 23, 5 p.m.. 
meeting. 

LiverPoot Mepicat Institution, 114, Mount Pleasant, Liverpool 
—February 22, 8 p.m., “ Percutaneous Cerebral Angiography. 
by Drs. Robert Hughes and W. S. Holden. 

LonpDON JEwisH HospitaL MEDICAL Society.—At Medical Society 
of London, 11, Chandos Street, London, W., February 22, 
3 p.m., “Some Problems of Social Medicine,” by Dr. J. N. 
Morris. 

Mepico-Lecat Society.—At 26, Portland Place, London, W.. 
February 22, 8.15 p.m., “ The Medico-Legal Institute and the 
Problem of Crime,” paper by Sir Sydney Smith. 

Royat Army Mepicat CoLLece.—At Lecture Theatre, John Islip 
Street, London, §.W., February 22, 5 p.m., “ Rehabilitation, 
College Evening Lecture by Dr. Frank Howitt. 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—February 22, 5 p.m., “ Malignant Disease of 
the ev Bladder,” Hunterian Lecture by Professor F. G 
Hollands. 


St. ANDREwWs UNIversity.—At Lecture Theatre, Materia Medica- 


Department, Medical School, Small’s Wynd, Dundee, February 
p> om “Modern Trends in Gynaecology,” by Mr. J 
Sturrock. 

Sr. Georce’s Hospitat Mepicat ScHoor, Hyde Park Corner, 
London, S.W.—February 22, 4.30 p.m., lecture-demonstration 
on psychiatry. 

Torquay anp District Mepicat Society.—At Torbay 
February 22, 8.30 p.m., “ Faints and Fits,” by Dr. is 
Williams. 

University CoLiece, Physiology Theatre, Gower Street, London, 


W.C.—February 22, 4.45 ge “ Separation Methods in 
—_—— by Dr. C. J. O. R. Morris. (See also February 


Friday 


INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 
February 23, 5.30 p.m., “The Treatment of Congenita. 
Glaucoma,” by Mr. A. Lister. 

Kent AND CanTeRBURY HospitaL, Canterbury.—February 23. 
8 p.m., clinical meeting. 

MeEpicaL SOCIETY FOR THE STUDY OF VENEREAL DISEASES, 1! 
Chandos Street, London, W.—February 23, 7.15 for 8 p.m.. 

neral meeting. “ Current Treatment of Venereal Diseases in 
Fema” by Dr. Pierre Durel. A discussion will follow. 

RoyaL Mepicat Society, 7, Melbourne Place, Edinburgh.— 

February 23, 8 p.m., “ Malaria,” dissertation by Mr. T. Awuku. 
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APPOINTMENTS 


Dr. Alfred Torrie, medical director of the National Association 
for Mental Health, has been appointed medical superintendent 
of the Retreat, York, as from April 1. The present deputy 
medical superintendent, Dr. C. C. Beresford, who has been on the 
staff of the Retreat for 16 years, has been appointed clinical 
director and consultant psychiatrist. The new deputy medical 
superintendent is Dr. Gwendoline D. Knight, who has been on 
the staff for the last 15 years. 


a JAMES A., M.B., Ch.B., D.P.H., Medical Officer of Health, City 
e. 

Francis, W. J. L., Ch.M., M.Rad., F.R.C.S., D.M.R.T., Consultant 
Radiotherapist, Norfolk and Norwich Hospital, East Anglian Regional 
Hospital Board. 

LosBan, J. W., M.D., D.P.H., Medical Officer of Health, Birkenhead 
County Borough. 
ent maa. M.B., Ch.B., Assistant Medical Officer, South-eastern 

oard. 

WHITTET, MARTIN MATTHEW, M.B., M.R.C.P.Ed., F.R.F.P.S., D.P.M., 
Physician-Superintendent, Craig Dunain Mental Hospital, Inverness. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Hamilton Smith.—On February 4, 1951, at Hammersmith Hospital, London, 
W.., to Billie, wife of Dr. W. Hamilton Smith, a daughter. 

Nagley.—On February 9, 1951, at Farnborough Hospital, to Sylvia, wife 
of Dr. M. M. Nagley, a daughter. 

Parry.—On January 31, 1951, at Littlegates, Hellingly, to Marjorie, wife 
of Dr. P. Loton Parry, a son—Peter. 

Pilcher.—On February 3, 1951, at Singapore, to Elizabeth Margaret 
(formerly Smedley), wife of Richard Pilcher, M.C., M.R.C.S., D.O.M.S., 
a daughter—Anne Elizabeth. 


MARRIAGES 


Du Heaume—Giffin.—On January 29. 1951, at High Kirk 
Church, Ballymena, Northern Ireland, Brian Herbert 
M.R.C.S., L.R.C.P., to May Helen Giffin. 


DEATHS 


Anderson.—On February 7, 1951, at Littlehampton, Sussex, James Shirras 
Anderson M.D., late of Hornsey, London, N. 

Bearblock.—On January 31, 1951, P-.‘er Esdaile Bearblock, M.R.C.S., 
L.R.C.P., The Lodge, Oakamoor, Saffs, aged 80. 

Bennett.—On February 3, 1951, Henry Ward Bennett, M.B., Ch.B., of 
** Brookfield,”’ Bramhali Lane South, Bramhall, port, formerly of 
Chadderton and Reddish. 

Brett.—On January 30, 195k at the Kent and Canterbury Hospital, Arthur 
Granville Brett, M.R.C.S., L.R.C.P. 

~—On February 11, 1951, at a nursing-home, London, William 
Armour Brown, M.B., F.R.C.S.Ed. 
Crosskey.—On February 8, 1951, John Henry Crosskey, M.C., M.B., Ch.B., 
D.P.H., 7, Highfield Road, Edgbaston, Birmingham, aged 58. 
~—On January 28, 1951, at St. Mary’s Hospital. Bristol, John 
Freeman, M.D., F.R.C.S.Ed., 4, West Mall, Chfton, Bristol. - 
ae ‘raed 2, 1951, at Monmouth, Percival George Harvey. 
.D., age 

Hemming.—On February 1, 1951, at 8a, Lewes Crescent, Brighton, Charles 
Harold Hemming, M.R.C.S., L.R.C.P., aged 83. 

Hendry.—On February 8, 1951, at Homeleigh, Shaw, Lancs, 
Robertson Henry, M.B., Ch.B. 

Irvine.—On January 31, 1951. at an Edinburgh hospital, James Irvine, 
M.D., 279, Milton Road East, Portobello, Midlothian. 

Keller.—On January 28, 1951, Nicholas Joseph Keller, F.R.C.S.I. 

McKim.—On January 12, 1951, at Edinburgh, Robert Stewart McKim, 
M.B., C.M., formerly of Rutherglen, near Glasgow. 

McLaren.—On January 28, 1951, at 18, Warwick Road, Stratford-on-Avon, 
James Stewart McLaren, M.B., F.R.C.S.Ed., aged 64. 

McNeill.—On Janu.ry 29, 1951, David Dewar McNeill, L.R.C.P.&S.Ed., 
Se 26, Roundhill Road, late of 181, Mere Road, Leicester, 


aged 77. 

Mouat.—On February 6, 1951, at 6, Bedford Flats, Sidmouth, Janet 
Ainslie Shiells Mouat, M.B., Ch.B., D.P.H. .- 

O’Rorke.—On February 1, 1951, at The Limes Nursing Home, Streatham, 
ag S.W , Frederick John William Trench O’Rorke, L.R.C.P.&S.1. 
&L.M, 

Parrott.—On January 71, 1951, at 1, Church Street, Aylesbury, Bucks, 
Thomas Godfrey Parrott, M.D., aged 90. 

Poignand.—On February 1, 1951, Ralph Newman Poignand, M.B., B.Ch., 
The Beeches, Walsham-le-Willows, Suffolk, aged 72. 

Popham.—On February 4, 1951, at 8, Kildare Gardens, London, W., 
Robert Brooks Popham, F.R.C.P.Ed., aged 88. 

Radford.—On February 6, 1951, William John Radford, M.R.C.S., 
L.R.C.P., cf 69, Eggbuckland Road, Plymouth. 

Richards.—On February 4, 1951, Joseph Stewart Richards, M.D., D.P.H., 
53, Croham Manor Road, South Croydon, Surrey, aged 84. 

Ross.—On January 31, 1951, Leslie Norman Ross, M.B., F.R.C.S., of 
Iona, Sea Lane, Pagham, Bognor Regis, Sussex. 

Small.—On February 3, 1951, at 10, Longfleet Road, Poole, Dorset, George 
Smith Small. M D., aged 80. 

Smith.—On February 8, 1951, at Woolners, Cunningham Hill Road. St. 
Albans, Herts, James Smith, M.B., C.M., D.P.H., formerly of Chesham, 
Bucks. 

Stals.—On February 5, 1951, at Capetown, South Africa, Albert Jacobus 
Stals, M.D, aged 71. 

Townroe.—On February 6. 1951, at York House, Mitcheldean, Glos, 
Eugene Dunbar Townroe, M.R.C.S., L.R.C.P., D.P.H., late of San Remo 
and Hereford. 

Turner.—On February 5, 1951, at Nuffield House, Guy’s Hospital, Lond6n, 
9.E., Harry Morton Stanley Turner, M.B.E., M.D., D.T.M.&H., Brook- 
wood, Surrey. 

West.—On January 31, 1951, at Langford, Newark, Notts, Thomas West, 
M.B., B.Ch., late of Antrim, Northern Ireland. 


Presbyterian 
Du Heaume, 


James 


Any Questions ? 


Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their. 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Vaccination against Influenza 


Q.—Is vaccination of value in preventing or modifying an 
attack of influenza? If so, for how long is immunity 
conferred ? 


A.—There is evidence that influenza virus vaccines (as 
contrasted with mixed bacterial vaccines) reduce the 
incidence of influenza, provided that they are made from 
virus of the antigenic type corresponding to that causing the 
epidemic, or from one closely similar to it. There have 
not been, to our knowledge, any clinical trials proving the 
efficacy of the only virus vaccine made commercially in this 
country, but one of the strains composing it is closely related 
to that recovered in this outbreak, and the vaccine would 
therefore be expected to be of some value. (We understand 
that only very limited quantities of this vaccine are avail- 
able.) No immunity can be expected to develop until a week 
after inoculation ; the raised immunity probably lasts for 
‘some months, or at least long enough to cover the period of 
an epidemic. 


Fractures and Acute Duodenal Ulcers 


Q.—An elderly woman sustained a fractured neck of the 
femur, and some days afterwards passed fresh blood per 
rectum and soon after died. At necropsy it was found that 
the source of the bleeding was an acute duodenal ulcer. Is 
it possible that this ulcer could have been caused by the 
trauma of the fracture or by shock, in the same way as burns 
may cause Curling’s ulcer of the duodenum ? 


.—Trauma, other than burns or direct trauma to the 
abdomen, has not been reported to produce an acute 
duodenal ulcer. There are, however, two mechanisms by 
which trauma, such as a fractured neck of the femur, could 
be conceived of as producing an ulcer. First, through 
the production of surgical shock of the type associated with 
burns. In this case the common aetiological factor would 
appéar to be haemoconcentrat'on, which, according to Friesen 
(Surgery, 1950, 28, 123), is the essential factor in the pro- 
duction of Curling’s ulcer. Alternatively, the emotional 
shock might be the precipitating cause, but the type of 
emotional upset associated with haemorrhage or perforation 
is usually of a more complex kind related to family or 
business worries. 

Fresh ulcers are by no means infrequent in old people, and 
it would not be unreasonable to hold that the association 
in this case was coincidental. However, in the absence of 
fuller knowledge of the aetiology of duodenal ulcer, there 
must be a strong suspicion that there was a causal relation 
between the fracture and the ulcer. 


Drugs to Avoid in Pregnancy , 


Q.—What drugs are harmful to the foetus during 
pregnancy ? 

A.—Few, if any, drugs used in medical practice and used 
in therapeutic doses are harmful to the foetus during 
pregnancy. The situation is different during labour, however, 
in that the foetus may be born still under their influence. 
Here the danger is those drugs which have a depressant effect 
on the respiratory centre. 

In late pregnancy or in women susceptible to abortion, 
any drug with an oxytocic effect might be regarded as 
indirectly harmful to the foetus in that it might precipitate 
its premature birth. Quinine, although apparently toxic to 
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ANY QUESTIONS ? 


the foetus sometimes during labour, can be given with 
impunity in early and mid-pregnancy, as experience in 
malaria-infested countries shows. Sulphonamides admin- 
istered during pregnancy may interfere with foetal develop- 
ment, but only if they are continued in large doses for 
periods longer than 10 to 14 days. Doubt has been raised 
in recent years about the possible toxic effects of strepto- 
mycin on the foetus. So far, however, there are no reports 
to show that the foetus has suffered any damage to the 
auditory apparatus or to the other organs. 


Cots for Maternity Departments 

Q.—What kind of cot is recommended for a maternity 
department ? 

A.—The cot illustrated has been found very satisfactory 
for full-term infants. It is made of metal, coated with silver 
aluminium stove enamel. The wheels swivel easily, being 
mounted on ball-bearings, and there is a towel-rail at one 


end of the carriage. It is proposed to modify the cot illus- 
trated by replacing the three suspension hooks by two hooks 
4 in. (10 cm.) apart from each other, rounding the corners of 
the bassinet, and perhaps reducing the height from the 
present 11 in.{27.9 cm.) to 10 in. (25.4 cm.). 


Digitalis and the Foetus 


Q.—What effect has digitalis on the foetus? Is the high 
stillbirth rate in cases of congestive heart failure due to 
digitalis poisoning of the foetus ? 

A.—Digitalis does not seem to affect the foetus ; and the 
high stillbirth rate in cases of congestive failure—if indeed 
there is one—is not due to the poisoning of the foetus by 
digitalis. 


Insomnia, Cough, and Travel-sickness in Pregnancy 


Q.—What are the drugs of choice for insomnia, cough, and 
travel-sickness in a pregnant woman ? 


A.—The treatment of travel-sickness and cough in a preg- 
nant woman is the same as if she were not pregnant. Any 
of the drugs ordinarily used may be given. Insomnia is a 
rather special problem, however, since its occurrence appears 
‘to be related to the pregnancy. It is more likely in late 
‘pregnancy, when one of the factors concerned may be respira- 
tory embarrassment due to the abdominal tumour. In this 
case a semi-recumbent position, and the avoidance of any- 
thing to eat or drink for two hours before retiring, may help. 
‘Over-tiredness and nervous exhaustion may also play a part, 
‘and a short rest and sleep in the afternoon may help rather 
than hinder sleep at night. Calcium preparations in large 
doses are often given empirically and are worth trying. If 
it is necessary to administer hypnotic drugs there is no harm 
in giving any of those ordinarily used for insomnia. One 
of the milder barbiturates generally gives satisfactory results. 


Addiction to Sleeping-tablets 


Q.—A woman of 30 has been taking proprietary sleeping- 
tablets for seven years without a break, and now she cannot 
sleep without them. She is very keen to be cured of this 
habit. What would you advise ? 


A.—It seems improbable that this patient can be weaned 
from her sleeping-tablets unless she is taken away from home 
and put in a nursing-home or similar institution. A simple 
and often effective method of approach is to explain that 
mere sleeplessness does not cause serious illness and never 
death, and to insist on no drug being taken at first on two 
nights in every three, and then after ten days on four nights 
in every five ; after another week no drugs should be given 
at all. If the patient is resting she will not worry about 
feeling tired the next day and thus being unable to carry 
out her household and other duties. It is this anxiety about 
inefficiency arising from sleeplessness which perpetuates 
insomnia. Once it has been demonstrated, as it always can 
be, that natural sleep will return, then the patient can safely 
be allowed to resume her previous life on the clear under- 
standing that she will never return to the taking of hypnotics. 


Subcutaneous or Intravenous Morphine ? 


Q.—What are the advantages and disadvantages of giving 
morphine intravenously instead of subcutaneously ? 


A.—lIn a subject with a normal circulation there is no 
advantage in giving morphine intravenously, as absorption 
takes place fairly quickly from under the skin. If there is 
poor peripheral circulation because there has been loss of 
blood, or if there is shock, it is better to give morphine intra- 
venously in order to be sure that it will act. 


Vomiting a‘ter Morphine 
Q.—How can vomiting c1used by the administration of 
morphine be prevented ? 


A.—It is stated that the vomiting produced by morphine 
can be prevented by giving “dramamine” beforehand. 
Rubin and Winston (J. clin. Invest., 1950, 29, 1261) state 
that of six subjects given 15 mg. morphine five had severe 
nausea and four vomited when rotated in a chair. When the 
morphine was given on another occasion one hour after 
taking 100 mg. dramamine, none of the six had nausea even 
after rotation in the chair. If this observation is generally 
true, similar protection against vomiting is likely to be given 
by antihistamine drugs. 


Pethidine and Asthma 


Q.—Is pethidine a safe and useful drug to use in bronchial 
asthma when the response to adrenaline is poor? 


A.—Pethidine hydrochloride is analgesic and anti- 
spasmodic: its sedative effect is relatively slight. The 
antispasmodic action is sometimes of value in asthma, 
and it is best given with a small dose of atropine, say 
1/150 gr. (0.4 mg.). Increased tolerance is unlikely to 
develop, but addiction may occur, and the drug should not 
be used as a regular form of treatment in chronic asthma. 
Its effect on the respiratory centre is less than that of 
morphine, and this, together with its antispasmodic effect, 
makes it reasonably safe. Pethidine is, however, of little 
help in promoting sleep. As with other symptomatic 
remedies, its value varies in individual cases of asthma ; 
none the less it has a definite place in the therapy of asthma. 
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